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MEMORIAL ADDRESS FOR 
DECEASED MEMBERS.* 


HENRY DASPIT, M. D., 


NEW ORLEANS. 


At this the Semi-Centennial gathering of 
our society, it is my privilege to appear 
before you to recall in remembrance those 
Members of the Louisiana State Medical 
Society who have been taken from us dur- 
ing the past twelve months. I would that 
it were practical for me to bring to your 
attention all who have passed during the 
fifty years of the life of the society but 
such would entail the history of the advance 
of medical science and organized medicine 
in our State. To Dr. Rudolph Matas, alone, 
may we turn for these very important and 
interesting details and his History of the 
Louisiana State Medical Society should 
soon be available to you. I believe that 'I 
am correct in saying that today is inaugu- 
rated the precedent of annually setting 
aside a few moments in deference to those 
who have departed. 


In anticipating this talk of today there 
arose before me a shadow group of those 
members of our profession whom I had 
learned to lave and respect and who had 
died prematurely—no man whose life is 
largely dedicated to the relief of suffer- 
ing and the betterment of his fellow-man 
ever reaches a definite allotment of days. 
The thought intruded itself as to just what 
we recall and most revere of these men who 


*Delivered at the Louisiana State Medical So- 
ciety Meeting, New Orleans, April 9-11, 1929. 


have gone. As brothers in a learned pro- 


fession, we are, or largely should be, un- 
stimulated by any emotional feeling and 
thus we may be analytic as to what these 
memories mean and if we are wise so shape 
our lives that those who are to come have 
the inspiration to preserve the practice of 
medicine as a profession, a calling to better 
humanity and not allow sordid material- 


ism, the mere acquiring of worldly goods, 
to be their sole objective. 


We all strive for recognition and recog- 
nition means but one thing—Success. In 
our modern world, there appears to be but 
one form of success and such is financial. 
The following as written by Sir Humphrey 
Rolleston comes very close to describing 
the situation: 


“There are many kinds of what may be 
called success—the fashionable and finan- 
cial, the intra-professional, the scientific 
and intellectual, and the humanitarian. The 
obvious hall-marks of success in the popu- 
lar view are, a large income and a title; in 
all walks of life these certainly point to 
achievement, and must not be gainsaid nor 
their value minimized; but they may be, 
and often are, due more to commercial as- 
tutness than to those finer qualities of sym- 
pathetic imagination and unselfish wisdom 
which go to make up the character of the 
ideal healer. It must not, however, be as- 
sumed that the combination of the best 
success is incompatible with, or so often 
divorced from, the financial success as 
those without experience of either may be- 
lieve.” “What shall it profit a man if he 
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gain the whole world and lose his own 
soul?” 


Those of our members who have depart- 
ed during the past year will be presented 
according to their ages. It is requested 
that those present rise while these names 
are read: 


EDWARD DAVIES 

WILLIAM D. WALL 

J. B. GODFREY 

CLARENCE EUGENE EDGERTON 
WILLIAM SCHEPPEGRELL 
WILLIAM EDWARD BARKER, SR. 
ELIJAM MADISON ELLIS 
LAWRENCE DALY 

ABBE CYRAQUE DURIO 


HENRY SULA COCRAM 

ABRAM FELTUS BARROW 
SAMUEL M. SCOTT 

GEORGE BUCKER LESEUR 
DOMINIQUE J. GRAGNON 
ADOLPH 0. HOEFELD 

ALBERT SIDNEY JOHNSON HYDE 
JAMES ERNEST POLLOCK 
WILLIAM DAVIS NOBLE 
MUNSELL LEE ADAIR 


EDWARD DAVIES. 

Mansfield, Louisiana, Philadelphia College of 
Medicine and Surgery, 1856. Member of the 
Louisiana State Medical Society. Confederate 
Veteran. Age 90 years. Died May 28, 1928, of 
carcinoma of the stomach. 

WILLIAM D. WALL. 

Born April 3, 1843, Wilkinson County, Missis- 
sippi. Died January 16, 1929, in Houston, Texas. 
Buried at Jackson, Louisiana. Educated at 
Whitestown, Mississippi, and Charlottesville, Vir- 
ginia. Medical degree Richmond (Virginia) Col- 
lege of Medicine, Class of 1865. Civil War Veter- 
an and the last surviving member of Company 
“K,” 16th Mississippi Regiment, commonly known 
as The Wilkinson Rifles. He practiced medicine 
for sixty years in Wilkinson County, Mississippi, 
and in East and West Feliciana and St. Helena 
Parishes, Louisiana. 


J. B. GODFREY. 

Welsh, Louisiana. Louisville, Kentuckv. Med- 
ical College, 1890. Member of the Louisiana State 
Medical Society. Aged seventy-three years. Died 
December 17, :1928. 


CLARENCE EUGENE EDGERTON 


Born June 6, 1858, in Barnwell, South Carolina. 
Medical degree by Memphis College of Medicine. 
Graduate studies in the Tulane Graduate School 
of Medicine. Twice mayor of his city, member 
of local board of education. Died May 3, 1928, 
of cerebral apoplexy. Coushatta, Louisiana. 


WILLIAM SCHEPPERGRELL. 


New Orleans, Louisiana. Born in Hanover, 
Germany, 1860. His early life was spent in Char- 
leston, South Carolina. He received the degree 
of Master of Arts in the College of Charleston. 
Doctor of Medicine in the Medical College of 
South Carolina in 1882. He also did extension 
work in electrical engineering. He was an out- 
standing and internationally recognized author- 
ity on hay fever and his many contributions to 
medical literature tell their own story. At the 
time of his death which occurred on August 9, 
1928, following an operative proceedure, he was 
President of the Audubon Park Commission and 
New Orleans Zoological Society. He was a mem- 
ber of his Parish Society, State Society, Ameri- 
can Medical Association and many national or- 
ganizations. 


WILLIAM EDWARD BARKER, SR. 


Plaquemine, Louisiana. Born August 25, 1860. 
Received B. A. degree from University of Missis- 
sippi in 1880. M. D. Tulane University School 
of Medicine, 1885. Former President of Iberville 
Parish Board of Health. Former Vice-President 
Louisiana State Medical Society. Coroner of Ib- 
erville Parish for 16 years. Member of American 
Medical Association and State and Parish Socie- 
ties. Phi Delta Theta (Mississiypi Chapter). 
Died at his home December 10, 1928. 


ELIJAM MADISON ELLIS. 

Crowley, Louisiana. Born at Poplar Creek, 
Montgomery County, Mississippi, December 14, 
1886. Doctor of Medicine by Memphis Medical 
College, 1895. Practiced medicine for thirty years 
in Crowley, Louisiana. President of Louisiana 
State Medical Society, 1925-1926. Established 
Crowley Sanitarium, 1913. Died August, 11, 1928, 
of pneumonia. 


LAWRENCE DALY. 

Opelousas, Louisiana. Born February 15, 1863. 
He received his degree in medicine through the 
Louisville Medical College in 1888. His first two 
years in the practice of medicine were spent in 
Port Barre, Louisiana, when he moved to Opelou- 
sas where he practiced until the time of his death, 
March 15, 1929. 


ABBE CYRAQUE DURIO. 
Arnaudville, Louisiana. Born October 15, 1864. 


His early education was completed in St. Charles 
College at Grand Coteau, Louisiana. He later at- 
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tended the Manhattan College in New York City. 
He received his degree in medicine through the 
Tulane School of Medicine about 1888. He prac- 
ticed in the neighborhood of his birthplace until 
the time of his death on Christmas Day, 1928. He 
was a member of his parish society, state society, 
and the American Medical Association. 


HENRY SULA COCRAM. 


Born on a plantation on the Red River, August 
21, 1867. He received his early education in the 
local country schools. B. S. Louisiana State Uni- 
versity. M. D. Tulane School of Medicine, 1891. 
Chief of Gynecological Staff, Charity Hospital. 
Emeritus Professor, Gynecology, Tulane Graduate 
School of Medicine. Member Orleans Parish, 
Louisiana State Medical Society, American Medi- 
eal Association, American College of Surgeors 
One of the originators of the New Orleans Sani- 
tarium—now the Presbyterian Hospital. Inter- 
ested in many financial and commercial organt- 
zations. Director of Canal Bank which noted av 
the time of his death, July 8, 1928: “He was 
gentle in manner and speech, modest and reserved. 
considerate of the opinion of others, endowed 
with a wonderful moral fortitude as well as 
physical courage. He led a truly exemplary life 
and was a gentleman of the highest type.” 


ABRAM FELTUS BARROW. 


Born on Highland Plantation, West Feliciana 
Parish, Louisiana, September 13, 1868. He was 
educated at the Louisiana State University, Baton 
Rouge, Louisiana, and at Bethel Military and 
Classical Academy in Virginia. He graduated in 
Medicine from Tulane University in 1890. He 
was for many years the president of the Lou- 
siana State Board of Medical Examiners. He 
was a member of the Louisiana State Senate, 
Constitutional Convention of Louisiana, State 
fax Commission. Served in the World War as 
Captain and was stationed at Camp Logan, Texas. 
He held many offices in his Parish and State 
Medical Societies and for many years was a Fel- 
low of the American Medical Association. He 
died in Saint Francisville, Louisiana, June 22, 
1928. May each one of us mean as much to his 
community as did Abram Feltus Barrow. 


SAMUEL M. SCOTT. 


Born in Austin, Arkansas, March 23, 1873. His 
early education was spent in his county schools. 
Later, he entered Arkansas College at Batesville. 
He received his degree in Medicine from the Med- 
ical School of Washington University, Saint Louis, 
Missouri. Following graduation he served as in- 
terne in the Saint Louis Hospital. After a brief 
time of practice in Arkansas, he came to Lou- 
isiana, where he practiced medicine in several 
locations until he established his residence in Oak- 
dale, where he died, October 27, 1928. 


He was a member of his local, state and national 
medical organizations. He gave a great deal of 
himself to the advancement of his community in 
measures other than merely medical and at his 
passing it was said: “He lived not for himself 
but for others.” 


GEORGE BUCKNER LESEUR. 

Born Magnolia, Mississippi, October 22, 1878. 
He graduated from the Louisiana State Univer- 
sity in 1900 and received the degree of Doctor 
of Medicine from the Tulane School of Medicine 
in 1904. His internship was spent in the Charity 
Hospital at Shreveport. In 1909, he served as 
port doctor in Bridgetown, Barbadoes. During 
the World War, he received the rank of Captain 
and was stationed with 6th Division Field Hos- 
vital at Anniston, Alabama, and later transferred 
to Base Hospital at Camp Wadsworth, Spartan- 
burg, South Carolina. He died in New Orleans, 
October 4, 1928. 


DOMINIQUE J. GRAGNON. 

Born Bay Saint Louis, Mississippi, March 7, 
1880. His early education was completed in Saint 
Stanislaus College at Bay Saint Louis. He then 
entered the Medical Department of Tulane Uni- 
versity from which school he was graduated in 
1901. After a brief practice in New Orleans he 
married and moved to Breaux Bridge where he 
practiced until his death, November 15, 1928. He 
was an active worker in organized medicine and 


at the time of his death was Coroner of St. 
Martin Parish. 


ADOLPH 0. HOEFELD 

New Orleans. Born 1880. His preliminary 
education was in the public schools of his city. 
He received his degree in Medicine from Tulane 
School of Medicine in 1901. Entering at once into 
the practice of his profession, he rapidly devel- 
oped into one of the outstanding surgeons of his 
community. He was always active in the advance 
of better medicine. At the time of his death he 
was a member of the Journal Committee and one 


of the Board of the Health Department of the 
State. Died February 5, 1929. 


ALBERT SIDNEY JOHNSON HYDE. 

Born at Tangipahoa, Louisiana, December 29, 
1884. Graduated from Louisiana State Univer- 
sity in 1906. Member of Pi Kappa Alpha Frater- 
nity. He graduated from the Tulane School of 
Medicine in 1909. Served as interne in the 
Charity Hospital at Shreveport until 1910. Prac- 
ticed in Louisiana. Volunteer during World 
War and received the grade of First Lieutenant. 
Died at his home in Roseland, Louisiana, June 7, 


1928. 
JAMES ERNEST POLLOCK. 


Born in Aberdeen, Mississippi, in 1887. He 
graduated from the Tulane School of Medicine in 
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1906. Both in his practice and in his medical 
teaching, he gave special attention to pediatrics. 
For some fifteen years he was associated with 
the Coroner’s Office in New Orleans and was First 
Assistant Coroner. He died suddenly on February 
18. 1929. 


WILLIAM DAVIS NOBLE. 


Newellton, Louisiana. Medical Department of 
Tulane University of Louisiana, New Orleans, 
1912. Aged 38 years. Died on January 13, 1929, 
of pneumonia following influenza. 


MUNSELL LEE ADAIR. 


Shreveport, Louisiana University of Texas, 
School of Medicine, Galveston, 1917. Served during 
the World War. Died November 17, 1928. Age 33 
years. He died at the home of his parents in 
Marshall, Texas. 


These men were true to the ideals of a 
profession which is distinguished by its 
singular beneficence. “It alone does its 
work of charity in a Jovian and God-like 
way, dispensing with a free hand truly 
Promethean gifts.” 


We may well turn to the words of Osler, 
who writes: “As a rule, man dies as he 
has lived. uninfluenced practically by the 
thought of a future life. Bunyan could 
not understand the quiet, easy death of Mr. 
Badman, and took it as an incontestable 
sign of his damnation. The ideal death of 
Cornelius, so beautifully described by 
Erasmus, is rarely seen. In our modern 
life the educated man dies usually as did 
Mr. Denner in Margaret Deland’s story— 
wondering, but uncertain, generally un- 
conscious and unconcerned. I have careful 
reports of about five hundred death-beds, 
studied practically with reference to 
the modes of death and the sensations of 
the dying. The latter alone concern us 
here. Ninety suffered bodily pain and dis- 
tress of one sort or another, eleven showed 
mental apprehension, two positive terror, 
one expressed spiritual exhaltation, one 
bitter remorse The great majority gave 
no signs one way or the other; like their 
birth, their death was ‘a sleep and a for- 
getting.’ The Preacher was right: in this 
matter man hath no pre-eminence over the 
beast—‘as one dieth, so dieth the other.’ 






































LYNCH—Sinus Disease in Infants and Children 


It is my hope that I, and all of you, may 
live so that in the final moment we may 
feel as did the great William Hunter, who 
said: ‘If I had strength enough to hold a 
pen, I would write how easy and pleasant 
a thing it is to die.” 





SINUS DISEASE IN INFANTS 
AND CHILDREN.* 


R. C. LYNCH, M. D., 


NEW ORLEANS. 


For refreshment of your memory, may I 
say, the antra and ethmoids are present at 
birth; their growth is dependent on tooth 
eruption, and as a rule are fully developed 
about the fifteenth year. The frontal is a 
part of the ethmoid and likewise is the 
sphenoid; they are simply indentations at 
two years of age and begin to manifest 
cavity formation at six and are complete 
about puberty. 


All of this is dependent on normal 
physiology and freedom from pathology. 
An absent sinus, as for instance, frontal or 
sphenoid, in an adult is evidence of sinus 
pathology in childhood, likewise is the large 
cystic sinus ethmoid or sphenoid an evi- 
dence of pre-existing pathology. 


Their physiology is not absolutely defin- 
ite. That they are concerned with olfaction, 
respiration and phonation seems rational. 
They are self-draining and areated with 
each respiratory movement; both of these 
phenomena are markedly interfered with 
when pathology exists. Stasis can be easily 
demonstrated by medicating lipiodol with 
oil of cinnamon and injecting into these 
cavities; the long retention can be demon- 
strated in abnormal states by sense of smell, 
taste and roentgen-ray. 


The histology and pathology are identi- 
cal with adult sinuses, and identical changes 
are observed in young children, adolescence 
and adults. 





*Read before the Louisiana State Medical 
Society, New Orleans, April 9-11, 1929. 
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Symptoms of para nasal sinus in infants 
and children are nasal discharge and nasal 
blocking. Sneezing is frequent. Post nasal 
discharge is observed but not complained of, 
it is swallowed. Pain is conspicuous by its 
absence at least up to seven or eight years. 
Listlessness, peevishness, pallor, poor appe- 
tite, underweight plus the above, suggest a 
chronic sinus state. This is especially true 
where the tonsils and adenoids are out. 
Repeated colds with lateral pillar thicken- 
ing and cervical gland enlargements are 
significant; repeated otitis media is like- 
wise suggestive. Persistence of the one in- 
dicates chronicity of the other. 


Diagnosis is no more difficult than in the 
adult, all methods of examination are prac- 
ticed in both. The roentgen-ray is very 
valuable and the plate equally difficult to 
take. A poor plate is of no value; this is 
especially true of the soft, fuzzy plate. 
Absence of pus confuses many a diagnosis, 
pathology sufficient to manifest secondary 
phenomenon are the result of non-suppurat- 
ing sinuses. Eye symptoms are usually not 
associated with suppurating sinuses but 
secondary to hyperplasia. This does not in- 
clude orbital cellulitis of conjunctival le- 
sions. Diagnostic puncture, particularly of 
antra for bacterial culture and cellular 
study, is particularly significant and de- 
pendatory. 


Paranasal sinus disease in infants and 
children can be the focus of a large group 
of secondary manifestations. Please re- 
member that systemic infection and intox- 
ication from a primary focus is usually 
hematogenous; this is true when the tissue 
affected is nerve, serous membrane, peri- 
osteum or the functional part of an internal 
organ. The other group is made up of 
those lesions which are manifest because of 
contiguity of tissue, direct lymph or vascu- 
lar drainage, or more remote surface 
infections. At the head of this latter group, 
otitis media, either catarrhal or suppura- 
tive, top the list. In a series of 1000 cases 
68 per cent showed an associate sinus 
manifestation. I need only mention the 


tracheo-bronchial-pulmonary pathway and 
the gastro-intestinal tract, likewise the 
orbit exclusive of nerve and sometimes this 
too, also in the conjunctiva, meninges are 
of this group. Kidney, heart, joints, pleura 
and ulcerative lesions of the gastro-intes- 
tinal tract belong to the hematogenous 
group. 


Principles of treatment are likewise the 
same as in the adult though infinitely more 
difficult of execution. Ventilation and 
drainage are essential, regulation and ap- 
propriate diet are particularly necessary. 
Climate, sunlight, artificial light and auto- 
genous vaccines have their value. Radical 
surgery is reserved for the isolated, well- 
studied and diligently-treated case. Thus 
far they are few. I have opened and 
curetted the sphenoid at two years, finding 
a large cavity in one case nearly adult in 
size. I have opened and operated radically 
the frontal at two and one-half years, at 
five, at seven and ten years. I have oper- 
ated the antrum radically at five years and 
up to adult period. 


The indication, to repeat again, is only 
after the most painstaking study and treat- 
ment of less radical measures, the only ex- 
ception being the very acute fulminating 
lesions. 


DISCUSSION. 


Dr. J. T. Crebbin: It has been wisely pointed 
out that the syndrome in children differs but 
little from those in adults. Children may not com- 
plain of pain, whereas adults usually do. Children 
may suffer from repeated colds, otitis media and 
similar complications. Hypertrophied faucial and 
pharyngial tonsils may be present. After their 
removal many of these little patients recover from 
the sinus infection. If they do not, further in- 
vestigation is necessary. The roentgen-ray is a 
most important help in these cases. 


Dr. Dean was one of the first to call attention 
to these conditions in children and his research 
along these lines has been of great help. 


My experience shows that the maxillary sinus 
is more frequently involved than the others, but 
we must remember that any and all of the sinuses 
may be infected. I have treated and eperated 
on a number of young children, and the results 
are just as promising as on adults. 
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Ventilation and drainage are essential in treat- 
ing these cases, plus building up of the resistance 
by the proper diet and sunshine. 


Dr. Homer Dupuy: Sinusitis in children is more 


frequent than some of us even now recognize. In 
young subjects it is subtle and insidious in its 
There is a continued so-called head cold, 
with a temperature ranging around 100°. There 
is much coughing, due to the trickling of mucopus 
There is but slight if any nasal dis- 
The 
condition seems easy enough to diagnose, but I 
wish to emphasize that such a sinus affection can 
and does result in a general septicemia, with all 
its life-endangering complications. Only early 
diagnosis of the disease and surgical drainage of 
the infected sinuses can avoid fatalities. Patients 
are frequently referred too late, when septicemia 
is already present and no local measures can 
avail. Yet the tragic end could have been avoided 
by prompt and proper treatment. Sinusitis in the 
young especially is not solely a question of local 
treatment. Use neo-silvol, suction, adrenalin and 
other measures by all means, but the pendulum is 
now beginning to swing back the other way. In 
the background of the sinusitic subject we are 
looking for some deficiency in the mucus mem- 
brane fat supply, a lack of vitamin A. Cod liver 
cil and its derivatives are now given for this con- 
dition with apparently encouraging results. We 
are trying to correct the tissue make-up of these 
patients with recurring sinusitis, who do not re- 
cover after T. and A. surgery, and we find that 
a combination of general and local measures is 
best. 


Dr. M. P. Boebinger: The question of sinu- 
sitis in the very young is as interesting to the 
general practitioner as to the specialist. The 
textbooks, as Dr. Lynch has pointed out, show 
that the ethmoids and maxillary sinuses are 
present at birth, but that the frontal and 
sphenoid are spoken of merely as recessions or 
depressions; the sphenoids at the end of the first 
year are about the size of an ordinary pea. From 
4 years to puberty the business become well de- 
veloped. It is easy to operate on the maxillary 
sinus, but it is extremely difficult to operate on 
others less well developed. On the service of Dr. 
Dupuy at Charity Hospital anesthesia has been 
one of our problems in this connection. General 
anesthesia causes too much bleeding, yet how, if 
you use local anesthesia, can you use it in the 
case of a small child? For this reason I have re- 
sorted to the use of the suction apparatus and I 
believe many specialists are following my ex- 
ample. I sometimes have 10 or 12 children at 


course. 


post-nasally. 
charge anteriorly, and this may mislead us. 
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the office in one afternoon, and after the second 
or third visit I have very little trouble using the 
machine. I use a pressure of 10-30 pounds, or, 
rather, 10-30 inches, and thoroughly empty the 
sinuses, doing it with ease, because, as I have 
they are undeveloped and 
I prefer this method to 
radical surgery, when possible, which must be 


already pointed out, 
small in young children. 


done under general anesthesia, in the very young. 
The post-operative treatment or washing out of 
sinuses is almost impossible in one’s private office. 
In clinic work the child can be given a short 


anesthetic, but even this is not practical and in 
many cases most unsatisfactory. 


Dr. R. C. Lynch (closing): The syndrome 
found in young children has been discussed 
thoroughly, and there has also been brought out 
the fact of what might be termed the lack of 
permanent convalescence after tonsillectomy. 
Given a case of suspected sinusitis, we have found, 
with these conditions present and the aid of the 
roentgen-ray study, that in many instances our 
suspicions were justified. I am sorry that some 
one did not discuss diagnostic puncture of the 
antrum or sphenoid and study of the fluid re- 
turned. Our method is to insert a straight cannula, 
and by means of a small, straight needle inserted 
through it to inject 10 to 20 minims of normal 
saline solution; this is sucked out and submitted 
to the P. D. for examination, not only for bacteria 
but also for a cellular count. In recent exacerba- 
tions of sinus disease there will be a great num- 
ber of polymorphonuclear cells, and in the low 
grade chronic type associated with secondary 
manifestations of some focus of infection the round 
cells will predominate. We have been searching 
for the last four years for cases associated with 
the kidney complications described by Marriott, 
which he terms nephrosis. So far I have found 
only one case. In it the albumin ran as high as 
10 to 20 per cent, with a fairly good P.S.T. test. 
There were very few cast and little blood. In 
this case drainage of the sinuses and antra, with 
treatment for two or three weeks, reduced the 
albumin to 3 per cent, until a second infection 
brought it up again; a second drainage, however, 
again reduced it. I mentioned the operative pro- 
cedures partly to show that, although the frontal 
and sphenoid are supposed to be undeveloped at 
birth, we had run into cases, isolated it is true, 
in which they were large, a possibility which 
should be kept in mind. I am not an advocate of 
suction in these conditions, though this is my indi- 
vidual opinion only. I am convinced that these 
children are benefited more by the proper diet 
than by any other single measure, and here the 
co-operation of the pediatrician is absolutely 
essential. 
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INFANTILE PARALYSIS* 


(WITH MOTION PICTURE DEMONSTRATIONS). 
H. THEODORE SIMON, M. D., 
NEw ORLEANS. 


Since the motion picture reel to be shown 
consumes a good part of the allotted time, 
I beg your indulgence when I superficially 
touch on a subject about which volumes 
have been written. 


Infantile paralysis, anterior poliomye- 
litis, or call it by any other of its many 
synonyms, is the one scourge responsibie 
tor the greatest number of crippled and 
maimed in our orthopedic clinics. Unfor- 
tunately it seems to be steadily increasing 
in our fair Southland. Epidemics in the 
neighboring states have been reported only 
this past summer, and sporadic cases in 
our own midst are increasing. 


Infantile paralysis is an acute infectious 
disease caused by a filterable micro-organ- 
ism which produces a general systemic in- 
fection and later a paralysis, usually of the 
flaccid type, of any or all of the skeletal 
muscles. Dr. E. C. Rosenow of the Mayo 
Clinic feels that a streptococcus which he 
has isolated is the causitive agent. He how- 
ever, has been unable to prove by the Koch 
Law a true etiology and consequently his 
streptococcus theory is not generally accept- 
ed. The organism, whatever it is, has a 
predelection for nervous tissue, particular- 
ly nerve tissue of the spinal cord and es- 
pecially of the anterior horn or the motor 
cell area of the cord, here acting as an irri- 
tant it causes a low grade inflammation 
which is associated with edema, hemor- 
rhage, round cell infiltration, occlusion of 
blood vessels with a consequent impare- 
ment of the blood supply and finally actual 
motor cell death from the mechanical 
agents above mentioned plus the possible 
chemical poison liberated by the micro-or- 
ganism. 


*Read before the Louisiana State Medical So- 
ciety, New Orleans, April 9-11, 1929. 
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No age seems immune from this disease, 
however, 75 per cent of the cases occur in 
children under six years of age. The mor- 
tality rate varies from three to seven per 
cent in sporadic cases to an astounding 
twenty-eight per cent in some epidemics. 
It is a summer disease prevailing in June, 
July, August, and September. 


Infection is spread by the patient in the 
acute stage or by healthy humans who are 
apparent carriers of the organism. The 
period of incubation is from four to four- 
teen days, and the naso-pharynx is the seat 
of primary infection. 


Symptoms of the onset vary in the one 
extreme from the chill with slight headache 
or intestinal disturbance and its associated 
paralysis, to the other extreme of most 
acute chill, temperature, rapid pulse, and 
so forth. Between these two are found any 
gradation of symptoms. 


Diagnosis is not very easy and is often 
never made or suspected until actual 
paralysis is found. The onset with its va- 
riance of symptoms is of little help. How- 
ever, when one sees a case which looks too 
ill for the temperature chart, where the 
pulse is too rapid, where a spine rigidity 
seem present, reflexes at first exaggerat- 
ed but later diminshed, muscles tender and 
painful to the touch, one strongly suspects 
infantile paralysis. In these cases the spin- 
al fluid is under pressure, globulin is pres- 
ent, and the cell count is increased. Dr. 
Rosenow states that the precipitin test 
made with his streptococcus is of utmost 
value in diagnosis. 


All authors divide the disease into four 
stages as follows: 


1. Acute onset, lasting up to one or two 
weeks. 


2. Stationary stage up to one month. 


3. Partial recovery—up to one or two 
years. 


4. Chronic stage—after which no im- 
provement is possible. 
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All convalescing cases show some im- 
provement in the paralysis due to the before 
mentioned products of inflammation being 
asborbed. Most cases have some perma- 
nent paralysis because of the motor cell 
death and scar tissue formation. 


Treatment in the acute stage is sympto- 
matic. Urotropin was long thought a 
specific because experimentally with mon- 
keys it is helpful. Serum is probably the 
best known therapeutic agent and possibly 
convalescent serum is the best. Next in 
value is Flexner serum, then Pasteur serum, 
and finally Rosenow serum. 


In the stationary stage with the described 
muscle tenderness which lasts several 
weeks, the best form of treatment is to keep 
the effected limbs warm, the joints in a 
neutral position and not to use any massage 
or the like, this is best accomplished by put- 
ting the limb or limbs in plaster of paris 
Thereapeutically strychnine in the 
large 


casts. 
form of tincture nux vomica in 
doses should be given. 


The stage of partial recovery, after the 
fourth or sixth week, sees us cutting off 
casts, using splints or braces to maintain 
neutral joint position, and here electro- 
therapy, hydrotherapy, and physiotherapy 
are of utmost value. 


Remember that the trouble now is with 
the motor impulse; your motor or muscle is 
still good and is ready to function when the 
current is again turned on. So all of the 
therapys mentioned endeavor to keep the 
muscle or motor as normal as possible, wait- 
ing for nature to throw on the switch. 


And so we come to our chronic stage with 
its permanent paralysis. If deformity has 
been prevented, braces may not be neces- 
If support is necessary we should 
try to get away from braces and use our 


sary. 
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operations on muscles, tendons, bones and 
joints to establish stable limbs. This is 
better described in the film which we will 
now show. 


DISCUSSION. 

Dr. P. A. McIlhenny (New Orleans): Dr. Simon 
has succeeded in making the case very clear, both 
in his paper and in the pictures which he has 
exhibited to demonstrate the results of his work. 
The point I wish to stress is the prevention of 
deformity. We specialists in bone and joint sur- 
gery see very few cases of poliomyelitis in the 
early stages, when the diagnosis can still be made. 
It therefore rests with the pediatrician and with 
the general practitioner to diagnose the case 
before paralysis occurs, and in many instances 
that is impossible. As soon as a definite diagno- 
sis is made, we should endeavor to prevent de- 
formity and so obviate the necessity of correcting 
it later on. Unless we do this, we have the possi- 
bility, not only of actual paralysis of the muscles, , 
but also of an atrophic paralysis due to contrac- 
tions developing in the early stages of the disease. 
If this occurs, the contractures must first be over- 
come and then by muscle education and physio- 
therapy we must develop the muscles which have 
been atrophically paralyzed before we undertake 
any surgical procedure to restore the muscle bal- 
If these procedures are undertaken at the 
same time as elongation of the contracted ten- 
dons, we may get an over-balance in the opposite 
direction. Caution should, therefore, be exer- 
cised that our operative procedures are per- 


ance. 


formed in different stages. 


Dr. E. D. Fenner (New Orleans) : I want to em- 
phasize the fact that poliomyelitis in its terminal 
All that we 
can hope for is improvement, but there is scarcely 
any case which cannot be improved, particularly 


effects is not a curable condition. 


The ultimate aim of 
all surgical procedures is to get the patient out 
of his braces and enable him to walk without 
them. We cannot always achieve that result, but 
that should always be our aim. I agree with Dr. 
Simon as to the wisdom of stabilizing operations 
on the lower extremities, where the effects of this 
terrible disease are most often exhibited, and I 
find that astragalectomy is more satisfactory than 
any other type of operation devised for this pur- 
pose. 


in the power of locomotion. 
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DIAGNOSIS OF GASTRIC AND 
DUODENAL DISEASES: FACTORS 
LEADING TO ROENTGENOLOGIC 

ERROR.* 


ALEXANDER B. MOORE, M. D.7 


ROCHESTER, MINN. 


Notwithstanding the increased efficiency 
in the roentgenologic diagnosis of gastric 
and duodenal diseases, its difficulties have 
by no means been eliminated, and diagnos- 
ticians are still no less concerned with 
errors than in the past. A majority of the 
lesions are relatively gross, readily dis- 
cerned and not hard to distinguish from 
one another. The demonstration of a mere 
majority, however, is not satisfactory 
either to clinician or roentgenologist, and 
in the constant effort to salvage additional 
cases from the minority, observation be- 
comes more critical and sources of error 
multiply rather than diminish. 


Mistakes in diagnosis are of three kinds: 
(1) the diagnosis of a lesion is made when 
disease is not present, a wrong affirmative 
diagnosis, (2) disease is present but is not 
discovered, a wrong negative diagnosis, and 
(3) a lesion is found but not properly iden- 
tified, a wrong differential diagnosis. 


On reviewing a series of errors compris- 
ing all varieties, a strong tendency to erron- 
eous affirmative diagnosis becomes appar- 
ent. This is accounted for largely by the 
fact that deformity of the visceral lumen, 
which is the most important basis of diag- 
nosis, may result not only from disease but 
numerous nonpathologic causes. 


Among the simulants of pathologic de- 
formity, those produced by tension of the 
abdominal muscles should be placed in the 
first rank. Whether made apprehensive by 
the gloom of the roentgenoscopic chamber 
or fearful that the examination may reveal 
grave disease, the patient tenses his mus- 





*Read before the Louisiana State Medical 
Society, New Orleans, Louisiana, April 9-11, 1929. 

+From the Section on Roentgenology, The Mayo 
Clinic, Rochester, Minnesota. 
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cles as a reaction of defense, and the stom- 
ach is distorted in proportion to the in- 
crease of abdominal pressure. In extreme 
instances the stomach is forced up under 
the left side of the diaphragm, apparently 
diminished in size, and deformed in con- 
tour, or a stomach of the usual vertical 
hook-like form is converted into a trans- 
versely lying viscus of an irregular steer- 
horn shape. With pressure of less degree, 
the antrum may be narrowed and retracted 
toward the median line, or an indentation 
resembling an incisura may be produced 
on the greater curvature. Many of the de- 
formities take on the aspect of filling de- 
fects caused by gastric carcinoma or other 
new growths, and as a contracted rectus 
muscle often feels much like a palpable 
tumor in the abdomen the illusion may be 
quite deceptive. 


A tense abdominal wall also prevents 
satisfactory filling of the duodenal bulb, 
since it interferes with manipulating the 
stomach to force barium in quantity 
through the pylorus. The rigidity of the 
abdomen also interferes with manipulation 
of the bulb and with approximation of its 
walls to search for the shadows of flecks of 
barium. So strongly is the duodenum 
forced upward that its upper border may 
be indented by the liver, or its lower border 
may be sharply angulated at the juncture 
of the bulb with the second portion of the 
duodenum; either deformity may be attri- 
buted to ulcer. Further, the scant filling 
of the bulb is likely to give the impression 
of pathologic deformity. ‘“Puddling,” sep- 
aration of the duodenal content into de- 
tached masses which tend to flow back 
through the pylorus into the stomach, is 
sometimes an effect of the heightened ab- 
dominal pressure. 


An abnormally tensed abdomen is read- 
ily recognized by its extreme rigidity and 
retraction, both of which are obvious on 
palpation. If the patient is reassured as 
to the harmlessness of the examination and 
is required to drop his shoulders, bend his 
head forward and breathe quietly with his 
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mouth open, the muscles usually will relax. 
If these measures fail, the patient should 


be made to sit or to recline until the agita- 
tion disappears. 


Although examiners are familiar with 
it, spasm of the muscles in the wall of the 
alimentary canal is still occasionally respon- 
sible for a wrong diagnosis. Traveling and 
transitory spastic deformities which fade 
out under the observer’s eye are not decept- 
ive. However, continuing spasm of the 
pyloric end of the stomach, where it has 
its favorite seat, is at times perplexing. 
Here it is likely to take the form of a gross 
defect which may be confounded with one 
produced by carcinoma or with the spastic 
accompaniment of an ulcer. 


To eliminate purely reflex, functional 
spasm, an anti-spasmodic, such as belladon- 
na, is commonly administered. Although 
spasm of this sert usually will disappear 
after such drugs are given, I am inclined to 
doubt the constancy of their effect or the 
necessity of giving them as a routine. To 
me it seems probable that spasm without 
local organic cause is often merely a mani- 
festation of general nervous excitation, 
and, further, that frequently what is sup- 
posed to be spastic distortion is really de- 
formity from abdominal tension; in either 
event the disfigurement will vanish when 
the patient’s serenity is regained, with or 
without drugs. I am also skeptical of 
the theory that the duodenum is often sub- 
ject to reflex spasm from disease else- 
where, and prefer to believe that duodenal 
deformity not the result of ulcer is almost 
invariably due to causes other than re- 
flected spasm. Failure to fill the bulb 
completely, marked abdominal pressure 
and, although rarely, adhesions are among 
these causes. 


Tumors outside but adjacent to the stom- 
ach usually produce a smooth, sweeping in- 
curvation of the gastric margin, most often 
along the greater curvature. Pancreatic 
cysts occasionally make a central, rounded 
defect resembling that of a benign gastric 
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new growth. As a rule, the extrinsic situ- 
ation of a tumor becomes apparent on man- 
ipulation, and, as the gastric rugae are pre- 
served, disease of the stomach can be ex- 
cluded. 


Tumors in the right upper quadrant may 
enlarge the duodenal circle and compress 
the lumen of the entire duodenum, but the 
narrowing tends to be uniform and unlike 
the irregular stenosis of ulcer. An en- 
larged or tense gallbladder may press on 
the duodenal bulb, forming a smooth con- 
cavity on the border of the bulbar shadow, 
but the deformity should scarcely be mis- 
taken for that caused by ulcer. 


Deformity of the greater curvature of 
the stomach by gas in the bowel is com- 
mon and characteristic, but it still occas- 
ionally deceives the unwary, and this is also 
true of deformity from pressure against the 
spine. Masses of food in the stomach make 
de‘ects in the gastric shadow which are 
readily moved about by manipulation. 
Despite the publicity they have received, 
adhesions from extraneous disease rarely 
cause deformity of the stomach or duo- 
denum, and then usually give rise to mul- 
tiple sharp, often small, serrations which 
are rather distinctive. 


Although the projecting fold between 
two peristaltic indentations on the lesser 
curvature of the stomach should never be 
mistaken for the niche of a gastric ulcer, 
this error is frequently made. During 
roentgenoscopic examination the bulge can 
be seen to move on toward the pylorus and 
its nature is evident. The mistake occurs 
by attempting to make a diagnosis on one 
or two films without roentgenoscopy. In 
this way also a small bolus of barium, in 
the bowel but adjacent to the curvature, 
may be misinterpreted as a niche. Occa- 
sionally a normal stomach has a short in- 
cisure on the lesser curvature near the py- 
lorus, and the prominence between the in- 
cisure and the pyloric ring is not unlike the 
niche of an ulcer. The fold is probably due 
to slight relaxation and redundancy of the 
curvature. It is noteworthy, also, that 
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when the stomach is forced upward by pal- 
pation during roentgenoscopy the lesser 
curvature above the incisura angularis may 
exhibit a localized bulge resembling a niche, 
but it disappears ‘when manipulation is 
stopped. 


Many gastric and duodenal ulcers can be 
revealed only as dense flecks in the shadow 
of the barium. To discover them it is 
necessary to approximate the walls of the 
stomach and duodenum in order to thin out 
the barium content, and, as the flecks are 
often small, close scrutiny is required. In 
the process of manipulation, barium is 
sometimes pent up in a sulcus between nor- 
mal or hypertrophic gastric rugae. With 
continued palpation the fleck-like shadow 
tends to disappear or to change in situation, 
and the rugae pursue their normal parallel 
course, whereas a true ulcer-fleck persists 
at the same site and the rugae usually con- 
verge toward it. Further, a pseudofleck is 
likely to be elongated in line with the rugae 
and is not accompanied by spasm. It is 
possible also to confine barium in the pyloric 
canal and mistake it for an ulcer-fleck in 
the ring or in the base of the duodenal bulb. 


Reliance for diagnosis on secondary, or 
indirect, manifestations of gastric or duo- 
denal disease, without any direct evidence, 
will lead inevitably to error. Chief among 
such manifestations are six-hour residues 
in the stcmach, alterations of peristalsis, 
localized tender points, and variations of 
gastric tonus. It should be an inflexible rule 
never to make a positive diagnosis of a 
lesion in the absence of a constant filling 
defect, deformity or niche. Secondary 
phenomena are of value in two ways only: 
(1) they stimulate search for an underly- 
ing cause, and (2) they have a certain con- 
firmatory weight when direct signs are so 
faint as to be doubtful. 


Errors on the negative side, the failures 
to discover existing disease, are sometimes 
due to lack of thoroughness in examination 
or to inadequate technic. Especial care is 
necessary in examining the cardiac end of 
the stomach. This region should be studied 
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attentively as the barium enters, for the 
chief indication of a new growth in the 


upper pole may be deflection or division of 
the stream of barium. After ingestion is 
completed, the barium should be pressed 
up into the cardia to exhibit its contours, 
and in doubtful cases examination in the 
recumbent or in the Trendelenburg position 
is advisable. The necessity of thorough ex- 
ploration for ulcer-flecks in the stomach 
and duodenum has already been mentioned ; 
most of the negative diagnoses in cases 
of ulcer probably result from overlooking 
demonstrable flecks. In a few instances of 
duodenal ulcer I have mistaken a circular 
constriction of the bulb, which was other- 
wise normal, for the pyloric ring and have 
missed the diagnosis; the blunder is not 
one to be proud of, for the examiner should 
be sure of his landmarks. 


Certain negative errors, however, are ex- 
cusable. Craters of gastric ulcers com- 
pletely filled with detritus, extremely shal- 
low ulcers, small ulcers in the cardia, early 
scirrhous carcinoma and beginning syphi- 
litic infiltration are likely to escape the 
most vigilant observation. Nonobstructive 
ulcers low in the duodenum or on its lower 
border near the bulbar apex are seldom 
demonstrable with certainty. Perforated 
ulcers and craterless calloused ulcers of 
the duodenum occasionally do not produce 
visible deformity. For instance, adhesions 
following perforation may hold the duo- 
denum in close approximation to the smooth 
under-surface of the liver and thus prevent 
any appreciable deformity of the bulb. 
However, nothwithstanding their variety, 
the aggregate of all such errors should be 
relatively small. 


Errors in differential diagnosis are like- 
wise varied in character but the percentage 
should not be high. Those most likely to 
eccur are failures to distinguish gastric car- 
cinoma from prepyloric ulcer, diaphragm- 
atic hernia, benign new growth, or gastric 
syphilis. Since all of these lesions have 
rather definite and dissimilar characteris- 
tics, distinction is hard to make only in an 
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atypical case. When an ulcer is seated near 
the pylorus its niche may not be apparent, 
the entire prepyloric segment is distorted, 
thickening of the antral wall may be faintly 
palpable, and the whole picture is identi- 
cal with that of early carcinoma. In such 
circumstances the diagosis of “lesion at the 
outlet,” without attempt to specify its 
nature, is warranted. Hernia of the upper 
pole of the stomach through the diaphragm 
produces deformity which may be con- 
founded with that caused by carcinoma of 
the cardia unless the examiner is alert for 
this rare simulant. Lobulated benign tu- 
mor and papillary carcinoma have a like ap- 
pearance, but as benign new growths often 
become malignant the distinction is not of 
the highest importance. On the other hand, 
it is not a trivial error to confound syph- 
ilis with scirrhous carcinoma. Both dis- 
eases tend to affect the antrum primarily 
and often closely resemble each other on 
the screen and the film, although a syphil- 
itic infiltration is almost never palpable, 
and a carcinomatous mass can usually be 
felt. If the patient is young and cachexia 
is lacking, syphilis should always be con- 
sidered in the differential diagnosis. 


In recounting these sources of error I 
have had no intent to leave the impression 
that the roentgenologic diagnosis of gastric 
or duodenal disease is untrustworthy, or to 
furnish alibis for the examiner. Surely 
apology is not needed for the achievements 
of the roentgen ray in this field. Any roent- 
genologist worthy of the name is his own 
most stringent critic, and he does not seek 
to excuse blunders which are unpardon- 
able. Rather have I hoped, by emphasizing 
anew the more common mistakes and their 
causes, to promote the mutual confidence 
and co-operation of clinician and roentgen- 
ologist in order that more and better diag- 
noses may be made. 


DISCUSSION. 


Dr. Urban Maes (New Orleans): When a gen- 
eral surgeon rises to discuss the paper of a roent- 
genologist controversy usually follows, but I can- 
not find fault with much that Dr. Moore has said, 
though I believe his wealth of experience will be 


of more value to his fellow-roentgenologists than 
to the surgeon. The general surgeon, as a rule, 
tries to find fault with the roentgen-ray because 


he receives incorrect diagnoses from it, chiefly in 
connection with peptic ulcers. Dr. Moore has given 
us some very valuable suggestions as to why this 
particular condition is productive of so much er- 
ror. I think we have learned to depend a little 
too much on the roentgenologists for our diag- 
noses, not that he does not give us reliable ones, 
but because he has a tendency to make us very 
lazy. We depend on him to make our diagnoses 
when we ought to be making our own, whereas 
he wants nothing more than to give us laboratory 
aid to supplement our clinical findings. He can- 
not be blamed for a certain amount of error when 
we realize that he is not taking a true photograph 
but is interpreting shadows caused by an opaque 
substance. We ought to go more carefully into 
the history and physical findings of our patients 
and make at least a tentative diagnosis for our- 
selves before we ask the radiologist to help us out 
and to confirm it. If this were the general rule, 
there would be no controversy between the two 
branches. I admit that I am getting into the class 
of lazy surgeons. I am too much inclined to de- 
pend upon the roentgenologists for my diagnoses. 
If we follow the rules they have set down, we 
shall be using the assistance of the roentgenolo- 
gist as it should be used, and the percentage of 
wrong diagnoses will decrease. 


Dr. L. J. Menville (New Orleans): Dr. Moore’s 
paper was educational in many respects, as 
it could not fail to be, considering the abund- 
ance of material at the Mayo Clinic, where 
an average of 50 gastro-intestinal examinations 
are made in a single day. The radiologist is a 
consultant in medicine, nothing more and nothing 
less. He uses his sense of sight in radiological ex- 
aminations, and there is no reason why he should 
not be as efficient in interpreting signs and ren- 
dering diagnosis by it, as the internist is in de- 
termining heart and lung lesions by his sense of 
hearing. I wish to impress upon you at this time, 
a statement that I have often made. A negative 
roentgen-ray examination of the stomach and duo- 
denum only means negative for any organic path- 
ology and does not negative functional diseases, 
to which so many symptoms are due. The roent- 
genologist desires the same co-operation that is 
extended other specialists of medicine, that the 
patient may be given the benefit of modern labor- 
atory facilities. 


Dr. Barrow (Shreveport): It has _ puzzled 
me for a number of years why I had to make so 
many negative reports in gastro-intestinal ex- 
aminations when the doctors who sent me the pati- 
ents knew definitely, as did I, that something was 
the matter. 
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Functional disturbances are frequently caused 
by some organic change which we cannot demon- 
strate, but we are justified in saying they exist 
because of the functional disturbance which we 
can see by the roentgen-ray. I wish to call at- 
tention to one condition which we frequently meet 
and which is only demonstrated by the functional 
disturbance, namely: shortening or contraction of 
the ligament of Treitz and adhesions about the 
foramen of Winslow. These conditions produce a 
sub-total obstruction in the first portion of the 
jejunum and are indicated by a dilatation and re- 
verse peristalsis in the duodenum, with tenderness 
We have had 
any number of these cases and with the above de- 


over the duodeno-jejunal junction. 


scribed phenomena; operation disclosed a mechani- 
cal hold-back in the duodenum, the result of ad- 
hesions in this area. 


I agree with most of what Dr. Maes says, but 
I wish he had not used the word “confirm,” as I 
understand patients are not sent to the radiologist 
to confirm clinical findings, but rather to see if 
they can be confirmed or negatived, or what other 
conditions may exist to explain these clinical symp- 
toms. The sooner we come to understand that the 
radiologist is a consultant and should not be used 
to bolster up supposed clinical findings, the better 
off will be all concerned. The roentgen-ray ex- 
amination should be made independently of the 
clinical data and it is only by this method that 
true roentgen-ray findings can be reported. So 
long as we know what the clinical diagnosis has 
been, just so long will we be biased in our findings 
and our reports will be hybrids rather than true 
roentgen-ray data. 


Dr. Preston M. Hickey (Ann Arbor): I 
should like to discuss this paper from another 
angle, the validity of gastric reports. The first 
qualification which the radiologist must possess is 
honesty. Unless he is radically honest in his make- 
up, he cannot be a good physician in this special 
field. Second, he should have a thoroughly judicial 
type of mind, open to conviction and without bias, 
that is, he should not be influenced, as the last 
speaker has said, by extraneous evidence. Then, 
to go further, the validity of a gastric report de- 
pends on the experience of the man making it. I 
know one doctor who bought a roentgen-ray ma- 
chine, this was some years ago, and the first week 
he had it, he made eight gastro-intestinal studies 
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with eight different diagnoses; all eight patients 
were operated on and all eight diagnoses were 
wrong. This sort of thing is still happening. Doc- 
tors buy roentgen-ray machines to study frac- 
tures in their own practice. Then, because the 
machine is there, they begin to make gastro-intes- 
tinal examinations, a field which they have no 
right to enter because it is very technical and 
long experience is necessary. Doctors without 
proper training cannot diagnose lesions of the 
gastro-intestinal tract. It takes all my diplomacy 
to answer letters which I get very often, enclos- 
ing two gastric roentgen-ray films, an immediate 
and a six-hour one, and asking me to make a diag- 
nosis of the condition. I have a hard time say- 
ing tactfully that without the fluoroscopic finding, 
I have not enough data to venture an opinion. 


Dr. A. B. Moore (closing): It is a privilege to 
have a paper of mine discussed by a clinical sur- 
geon of Dr. Maes’ experience. I appreciate his 
having discussed it at all, and I particularly ap- 
preciate his emphasis on the fact that the roent- 
gen-ray is only one link in a long chain of evi- 
dence. No diagnosis, as he indicates, should be 
based on any one test. Especially do I believe 
that of all the fallacies in diagnosis at the present 
time the one in the front rank is the history of 
the case. Peptic ulcer is a chronic disease and 
the patient’s history soon becomes unreliable be- 
cause he has been questioned so much he has been 
Couéed into telling a story which doesn’t exist. 
The answers of such patients remind me of the 
story of the negro, who, being examined by a 
certain physician, was asked if he had ever had 
“No, sir,” he replied, “and I 
I was interested in 


2 certain disease. 
hopes I never has it again.” 
learning from Dr. Maes what makes surgeons 


lazy, and in learning from Dr. Hickey why there 
are so few good radiologists. Dr. Menville is right 
when he says radiology is a consulting branch 
of medicine. Dr. Barrow called attention to an- 
other most important factor in correct diagnosis; 
I don’t think we should have any knowledge of 
what the clinician suspects. The worst errors I 
make are made when I know what I am expected 
to find. That is the reason gastro-enterologists 
who do their own radiography fall so frequently 
into error; their judgments are warped by what 
they suspect in the picture. I cannot close with- 
out differing with Dr. Hickey on one point; he said 
it took all his diplomacy to answer a certain type 
of letter. Nothing in the world ever took all of 
Dr. Hickey’s diplomacy. 
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THE PLACE UROLOGY BEARS TO 
THE GENERAL SURGEON.* 


M. L. FLYNT, M. D., 


NEWTON, Miss. 


Some of you may have the opinion that 
a general surgeon should not delve into the 
field of the specialist. But we, as general 
surgeons and practitioners, come in contact 
with so many urological cases requiring 
diagnosis. Because we are located in the 
smaller towns and rural sections and do 
not have access to a urologist it becomes 
necessary for us to acquaint ourselves with 
this subject, and to diagnose and treat 
these cases. So I am prompted to attempt 
tc bring you a short paper on this subject. 


Urology as a specialty has been a late 
development. It has been only thirty-six 
years since Dr. James Brown was the first 
to successfully catheterize the male ureter; 
only a few months later Dr. Kelly gave us 
his important contribution in cystoscopy 
and ureter catheterization in the female. 
In the short period of time since there has 
not been more important progress made in 
any other field of medicine. 


The discovery of the cystoscope, together 
with roentgenology and pyelography has 
added a valuable spoke to the wheel of 
pregress in medicine and surgery. In 
order to minimize the chances of an un- 
satisfactory result or failure after opera- 
tion on the various intra-abdominal viscera, 
the general surgeon must never overlook 
the genito-urinary tract. 


How many of us would be willing to 
plead guilty to the removal of a chronic 
appendix with unsatisfactory results, hav- 
ing the patients return later with the same 
pain, and finding some urological pathology 
responsible for the trouble? 


Our knowledge of the causes of colicy 
ureteral pain has made much progress dur- 
ing the past ten years. Formerly it was 

*Read before the East Mississippi Medical 
Society, April 18, 1929. 
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taught that aside from the moving of a 
ureteral stone, or kinging of the ureter by 
sudden ptosis of an abnormally mobile 
kidney, one could forget the other causes. 
We now know that a number of additional 
causes can give rise to the clinical syn- 
drome, and in the absence of localized 
rigidity and tenderness, be easily confused 
with an attack of acute appendicitis. The 
chances for such a mistake in diagnosis 
will be evident when we recall that the 
group of symptoms of ureteral colic re- 
sembles that of acute appendicitis in many 
respects. A diagnosis of appendicitis, or 
any other condition in the abdomen, should 
never be made and an operation performed 
without a complete urinalysis of a fresh 


specimen. And if the patient is a female, 
this specimen should be_ secured by 
catheter. 


In all acute abdominal conditions, pain 
is the paramount svmptom. The differen- 
tial points in diagnosis are to be secured 
from the history and physical examination. 
Even then, in doubtful cases, we are com- 
pelled, and advisedly so, to resort to speedy 
exploration which renders our patient less 
harm than too long delay. But I want to 
insist that too much stress cannot be laid 
upon the importance of a routine urinaly- 
sis, for by so doing pyelitis or pyelo- 
nephritis and other pathological conditions 
in the urinary tract can be picked up which 
will either contra-indicate, or limit surgery, 
or decide the kind of anesthetic best suited 
for the case in hand. 


Some urologist has said that at least 50 
per cent of cases of right-sided urinary 
pathology have had one or more abdominal 
operations before a diagnosis was made. 
This is a tremendous indictment against 
good surgical diagnosis, and should not be 
true in this day of medicine and surgery, 
because of the many adjuncts and advanta- 
ges we have in making diagnoses. 


If a patient comes to us with all cardinal 
symptoms of appendicitis, such as pain, 
nausea and vomiting, slight abdominal dis- 
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tention, increased leukocyte count, but lacks 
the localized rigidity and tenderness, and 
spasms of the right rectus muscles, our at- 
tention should be called to the possibility of 
some trouble in the genito-urinary tract. 
And here is where our microscope, cysto- 
scope, and roentgen ray plays a valuable 
part in guiding us to the proper procedure. 
This is especially true in chronic cases, 
because urologic conditions will give ex- 
actly the same symptoms as chronic appen- 
dicitis. 


Kinks, strictures, and stones in the 
ureter, and sometimes chronic nephritis 
and pyelitis will cause attacks of fixed or 
radiating pains, just as readily as chronic 
appendicitis, and such attacks may not be 
associated with nausea and vomiting. In 
acute kidney lesions the temperature usu- 
ally runs a higher course than in acute 
intra-abdominal conditions. Chills, or 
rigors are much more frequent, and as a 
rule the pulse rate is much lower. The pain 
does not radiate to the scapular region, as 
in gallbladder pathology, or to McBurney’s 
point, as in appendicitis. It is well local- 
ized, and is referred to a point about two 
inches above the anterior superior spine 
cf the ilium, or downward along the course 
of the ureter, with marked rigidity and 
tenderness in the costo-vertebral angle. . 


Pyelitis, hydronephrosis, and hydrone- 
phrosis with infection, are among the most 
common of kidney diseases. 


Dr. Abraham Samuels of Baltimore 
wrote an article in 1926 on hydronephrosis 
in which he savs that in three hundred 
patients, he found hydronephrosis by far 
the most common. He says further, that 
not only is it one of the most common dis- 
eases of the kidney, but the least under- 
steod, and the most frequently overlooked. 


Anatomically, the kidney may be divided 
into two parts: a parenchyma for filtering 
the fluid, and a pelvis for storing the fluid 
that has been filtered from the blood 
stream. Normally, the pelvis is never filled 
and never entirely empty. It holds from 


a 


2 to 5c.c. of urine. The pelvis empties its 
contents into the bladder through the 
ureter by a wave of muscular contractions, 
and anything to cause an obstruction to 
the outflow of urine down the ureter will 
cause hydronephrosis. The most common 
obstruction found is stricture, which may 
be found anywhere in the course from pel- 
vis to bladder, but most commonly found at 
the uretero-pelvic juncture. 


Stones are also common causes for ure- 
teral obstructions, causing hydronephrosis, 
and they also may be found anywhere along 
the course of the ureter, depending on the 
size of the stone. Large stones most fre- 
quently lodge, and become wedged in the 
ureter, at the uretero-pelvic juncture, and 
unless relieved, the patient soon becomes 
acutely ill, and at times the diagnosis con- 
fusing. 


Here I would like to report a case: 


At my previous location I was called early one 
morning by one of my doctor friends in an adjoin- 
ing town, telling me to have the operating room 
ready that he was bringing a case of acute appen- 
dicitis. In due time he arrived with his patient, 
who was a real sick white lady, about 40 years of 
age. Her symptoms were so very acute, and the 
entire abdomen so tender and rigid, that one 
would believe on observation that she had a per- 
forated duodenal ulcer. She had been taken sick 
the day before with pains in the abdomen, nausea, 
and vomiting, and was still vomiting when she 
entered the hospital. Her leukocyte count was 
high, and urine negative, with the exception of 
about three or four pus cells per field. Her tem- 
perature was 102°, which was rather high for 
appendicitis. 


We advised her, and her husband, that she had 
a very acute abdominal condition, and needed 
immediate operation, but we were not certain as 
to what we would find. We made a high, right 
rectus incision, and explored the abdomen. The 
appendix was abnormal, but not sufficiently in- 
volved to warrant all her symptoms. The stomach, 
gallbladder and duodenum were negative. But 
there was a large mass felt in the region of the 
right kidney. The appendix was quickly removed, 
and the abdominal wound closed, a right lumbar 
incision was then made. The mass was found to 
be a hydronephritic kidney, about the size of a 
large cocoanut. A stone was felt in the ureter 
at the uretro-pelvic juncture, and in trying to 
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milk it back up into the pelvis, the sac was rup- 
tured and a large quantity of urine, together with 
the stone, was expelled from the wound. We did 
not attempt to close the opening in the pelvis of 
the kidney, but placed a soft rubber drain to the 
bottom of the wound, and closed the wound in the 
usual manner. The patient made an uneventful 
recovery, but was very much dissatisfied with two 
incisions. 


We did not expect to find the hydronephritic 
condition, and it is possible we could have re- 
lieved her temporarily, at least with the cysto- 
scope and ureteral catheter. But the stone was 
of such size it is doubtful whether or not it would 
have passed through the ureteral canal. And, 
too, I believe the drainage was an advantage to 
the kidney in restoring it to the normal function. 


A hydronephritic kidney, unless soon re- 
lieved, undergoes pathological changes in 
both the parenchyma and pelvis, which 
soon destroys the kidney. Retention, or 
stasis in the renal pelvis is not unlike a re- 
tention in the bladder, it soon causes irri- 
tation and furnishes a fertile field for bac- 
terial growth and infection. 


Cystitis and pyelitis, so often found in 
post-operative cases, is not a result of 
catheterization as was once thought, but 
more often caused from the lack of the use 
of the catheter, and failure of the bladder 
to completely empty itself. We should 
never allow our operative patients to go 
too long without emptying the bladder. If 
they fail to void in eight hours after opera- 
tion, a catheter should be used, and each 
time the catheter is used, the bladder should 
be irrigated with boric acid solution, and 
30 or 60 c. c. left in the bladder. 


Hydronephrosis, hydronephrosis with in- 
fection, and pyelitis are frequent complica- 
tions of pregnancy, and many times a very 
serious complication, often unrecognized. 

In a recent article published in the Inter- 
national Surgical Digest, Dr. Carl W. Eber- 
bach makes the statement that in preg- 
nancy, autopsy, as well as urographic 
studies have shown that in nearly a third 
of all cases there is a dilatation of the 
ureters. In pyelitis of pregnancy the ureter 
is always dilated, and the gross patho- 
logical picture is that of chronic pyelitis. 
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Unlike chronic pyelitis from other causes, 
however, the dilatation frequently disap. 
pears when pregnancy is ended. There is 
no doubt but this dilatation is the result of 
pressure on the ureters, which causes a 
stasis, and this stasis, as previously stated, 
causes irritation and infection. The colon 
bacillus is the organism most frequently 
found, but other bacterial organisms may 
be present. 


These acute cases of pyelitis of preg- 
nancy may become dangerously ill unless 
relief is soon had, and I know of no other 
serious condition for which we can do more, 
and do it more quickly. Cystoscopy, with 
pelvic drainage and lavage will soon relieve 
the acute symptoms. In several cases I 
have left the catheter in the pelvis for sev- 
eral hours, and in a few cases I left it in 
for one week, thereby getting constant 
drainage and frequent lavage. 


In addition to drainage and pelvic lav- 
age, these patients should have fluids plen- 
tifully by mouth or by hypodermoclysis. 
The knee-chest position at frequent inter- 
vale, or elevation of hips and rest in bed, 
are of value in relieving possible obstruc- 
tion. 


Dr. Brasch, of the Mayo Clinic, makes 
the statement that in his study of over two 
thousand cases of chronic infections of the 
upper urinary tract, only one-third of all 
cases get well when treated by all methods. 
One-third improve, and the other third 
grows progressively worse. If this be 
true, and I am frank to accept his state- 
ment, how important it is for us to be on 
our guard for these infections and catch 
them in their early stages. In treating 
these conditions I believe our guns should 
be trained on the invading organism from 
every angle, and we should not depend on 
one so-called specific drug to cure our 
patient. 


Many advocate urotropin in large doses, 
and I use it, but it has been proven experi- 
mentally to be inert. The same thing is 
true with hexylresorcinol. 





ses, 
Sap- 
e is 
t of 
Sa 


olon 
ntly 
may 


reg- 
less 
ther 
ore, 
with 
lieve 
es | 
sev- 
it in 
tant 


lav- 
len- 
ysis. 
iter- 
bed, 
ruc- 


akes 
two 
the 
f all 
10ds. 
hird 
; be 
tate- 
e on 
atch 
ting 
ould 
from 
d on 


oses, 


ig is 





FLYNT—The Place Urology Bears to the General Surgeon 


Young believes in mercurochrome given 
intravenously, and has had a wide experi- 
ence in its use. I have used it in several 
cases With seemingly splendid results, but 
in most cases have had a most severe reac- 
tion. Mercurochrome seems to have a 
specially destructive effect on the colon 
bacilli, and its use in this infection seems 
to be more effective. 


The vaccines have been used by many 
with spectacular results in some cases, but 
they are uncertain, and usually fail. Water 
is the best diuretic we have, and the adult 
patient should have 120 ounces per day. I 
am of the opinion that with this alone for 
internal treatment, together with kidney 
lavage, rest in bed, and daily evacuations 
of the bowels, most of our acute cases will 
get well. 


Prostatic disease is a urologic condition 
frequently met with by the general sur- 
geon, and a condition that carries with it a 


high mortality, even under the modern 
methods of handling these cases. In the 
study of the prostate, it is not the obstruc- 
tion, but what the obstruction does that 
causes the alarm. It is similar in some of 
its aspects to obstruction in the intestine. 
It is not the obstruction per se, but it is 
what the obstruction does that creates the 
damage. The patients die from secondary 
changes and the sequences which the ob- 
struction produces. 


The prostatic patient comes to us at a 
time when his vascular system is not at its 
best, when his cardiac apparatus is begin- 
ning to fail, and when his renal function 
and other parts of the system also begin 
to show changes. He may have a prostate 
very much enlarged, or it may be just large 
enough to keep him from completely empty- 
ing his bladder, which results in gradual 
back pressure upon the kidney, interfering 
more and more with the output of blood 
urea. 
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Proper preparation of such a patient is 
the most important feature in his treat- 
ment for relief of the obstruction. It is 
much more important than the physical re- 
moval of the obstruction itself. The first 
thing necessary is to re-establish the nor- 
mal balance of the individual, as near as 
possible. To do this we must arrange some 
method to empty the bladder and keep it 
empty. If the patient has acute retention, 
the urine must be withdrawn gradually. 
The bladder should gradually empty itself 
under pressure. 


I do not believe we should spend much 
time trying to pass catheters in these cases. 
However, when a rubber catheter will pass 
the obstruction easily, it is the best and 
quickest way to relieve the acute retention. 
A metal catheter should never be used, as 
it causes tissue damage, and opens up new 
fields for infection. 


In complete retention, it frequently be- 
comes necessary to empty the bladder by 
suprapubic puncture, with trocar or by 
cystotomy. The trocar is better as it en- 
ables us to control the outflow. If the 
trocar is not used, we can place a couple of 
sutures in the bladder wall before the open- 
ing is made, and tie snugly around a 
catheter, after it is passed through a small 
opening into the bladder. In this way we 
can control the outflow of urine. Later the 
opening is made larger and a Pezzer’s 
catheter placed within the bladder for 


drainage, until the patient has returned to 
as near normal as possible, before the gland 
is removed. His blood urea and kidney 
function should have returned to near 
normal. 


After the removal of the gland, if the 
patient survives the operation, we make 
him fifteen years younger, and put him 
back into pleasant and active life again. 
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ARE WE SUFFICIENTLY PROGRESSED 
SCIENTIFICALLY FOR THE LEGAL 
SEXUAL STERILIZATION OF IN- 
MATES OF STATE INSTITU- 
TIONS IN CERTAIN CASES?* 


CLARENCE PIERSON, M. D., 


ALEXANDRIA, LA. 


My answer to this interrogatory is un- 
hesitatingly “No”. 


From our present knowledge of feeble- 
minded and other allied mental abnormal- 
ities, we cannot accept the general law of 
sterilization as presented to and enacted by 
many of our sister states and in so few 
states practiced to any extent. Only a par- 
tial enforcement of this law is calculated to 
impede our progress and dwarf our activ- 
ity and interest in the study of this sociolo- 
gical and scientific subject that has made 
such intelligent human strides the past few 
years. 


I sound a warning to you not to be misled 
by this exultant and exuberant wave of 
popular acclaim. Be calm and patient 
therefore, and be guided in your judgment 
and actions by your own study of the sub- 
ject and by those whose years of thought 
and toil and vast experiences have un- 
selfishly and without bias reached a contra 
conclusion. 


Fifteen years ago, officially and other- 
wise, I advocated legal sterilization as a 
means to gain an end; at first blush I 
thought I saw one possibility for birth con- 
trol of certain undesirables. Maturer 
thought however, and the experiences of 
more capable thinkers and workers, has 
convinced me of my error, hence, the above 
warning. 


In presenting this subject it is useless for 
me to go into details as to the surgical pro- 
cedure necessary for successful sterilization 
of deficiencies and undersirables. Eugenic 
sterilization is recognized as a surgical 





*Read before the Louisiana State Medical 
Society, New Orleans, April 9-11, 1929. 
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operaton for and a medical treatment of 
the reproductive organs of the human male 
and female, by which the power to repro- 
duce other humans ceases permanently. 
The surgical route is vasectomy and sapin- 
gectomy, to the male and female respective- 
ly, as opposed to castration and oophorect- 
omy. 


Eugenics is as yet in its infancy. The 
laws of Mendel (1864) were revived with 
renewed interest and intensified thought. 
Sir Francis Galton’s “Possible Improve- 
ment of the Human Breed” (1910) awak- 
ened anew public thought and scientific 
investigation. Goddard’s publication of the 
Kallikok family directed a new channed of 
thought towards the complex of all com- 
plexes, “Heredity”. His statistics supple- 
mented by the “Jukes Dynasty’, con- 
founded other investigators and directed 
the professional and lay mind to a broader 
and deeper study of defectives, of feeble- 
minded, etc., etc.; their control and treat- 
ment presented to our ablest economists the 
stupendous responsibility of the care and 
employment of this large population. 


The timely concept was then that the 
great preponderance of cases of mental de- 
fects was the result of inheritance. Many 
are of the opinion that present day knowl- 
edge concerning heredity in its relation to 
mental deficiency is all scanty and that it is 
quite impossible to predict with precision 
the type of offspring of any given mating. 
Further, the deficiency of a child born of a 
feebleminded mother may be due to early 
environmental factors and not necessarily 
the result of the inheritance of defective 
germ plasm. A faulty germ plasm by one 
or both parents was supposed to cause 
practically all cases of feebleminded. To- 
day we believe a large per cent are due to 
other causes: for instance, to some natal 
or post natal conditions; birth injuries; in- 
fectious diseases; endocrine disturbances, 
etc., ete. 


Today it is believed that less than 50 per 
cent of such cases are due to heredity. The 
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criminal tendencies of feebleminded are 
actually much less than originally supposed. 


Our present birth rate; our excessive tax- 
ation and the number of unemployed, senti- 
ment and ignorance, should not be allowed 
to interfere with some means of care and 
treatment, by which to produce an imbecilic 
pregnancy would be arrested. If left un- 
protected and unguided, their lack of stabil- 
ity and control may lead to serious crimes, 
such as theft, arson, assault and even mur- 
der. In this inability to maintain them- 
selves vagrancy and destitution and want 
is their finality; in other words, a complete 
physical and moral collapse as well has 
taken place. 


Simultaneously (1910) with Goddard’s 
special work, the Simon-Binet psychological 
test was an attempt in this country to re- 
duce to mathematical accuracy the grades 
of intelligence and the number of feeble- 
minded in proportion to our population. 
This practical visualization has its effect 
upon our entire social and professional 
fabric. This might truthfully be termed the 
alarmist stage. Eugenic sterilization had 
its borning at about this time; fads and 
fadists with ample supply of funds 
came to the front; enthusiasm for eugenic 
sterilization overshadowed the truth .of 
the subject. The old human ship is still 
tottering and dangerously rocking. Eugenic 
and biological laws, Mandelian theories, 
Darwinian ideas were all combatted to 
such a popular extent that statutory laws 
by states were passed to arrest the growth 
of feebleminded, mental abnormalities, 
defectives, etc. National and state eugenic 
societies were presented, high-salaried 
and high-powered executives were put in 
the saddle; philanthropists, affluent, “far- 
sighted citizens” have been enlisted; ample 
funds have been made available. Some 
remedy must be found. Indiana (1907) 
had already led off with its sterilization 
law, Washington State followed, then 
California; big New York acted likewise, 
but soon repented by the repeal of the 
law. Approximately 35 states enacted 


sterilization laws before taking a breath- 
ing spell; only a few today are active and 
operating. California proving the excep- 
tion has shed lustre by its eugenic sterili- 
zation activities. Between 1909-1928, 5,820 
citizens were sterilized. 


3,232 men. 
2,705 insane. 
527 feebleminded. 
1 in every 22 (of a total of 445) 
of abdominal operations, were 
complicated surgery. 


Primary union in all but 6.5 per cent 
and wound infection 2.2 per 
cent. 


No mortality since 1920 in 3,000 cases. 
Comment is unnecessary. Pa- 
roled after sterilization and re- 
covery physically. 


Sonoma State Hospital—Boys, 72 per 
cent; girls, 65 per cent. 

Dr. Fernold, at Waverley, Mass., in a 
quarter of a century paroled 60 per cent 
of boys and girls. A sterilized individual 
would not be less likely to these happen- 
ings than one not sterilized; a sterilized 
woman would be more prone to illicit inter- 
course, to prostitution and to a spread of 
disease. 


Virginia has recently been in the lime- 
light. The Supreme Court of the United 
States has held that Virginia’s steriliza- 
tion laws is valid. “A state has the right 
to sterilize its citizens for its own good.” 
At last year’s meeting of the American 
Medical Association, at Minneapolis, the 
section on Obstetrics, Gynecology and 
Abdominal Surgery recommended that 
that association organize and take part in 
an impartial and thorough investigation of 
sterilization from the viewpoint of Medi- 
cine, Surgery and Preventive Medicine. 


The Central Association of Mental Wel- 
fare of England (Dr. Tredgold, the leading 
factor), of the most representative body of 
medical and lay men and women, are unan- 
imous that sterilization might be appro- 
priate in certain particular cases; it would 
have little effect in the prevention of mental 
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deficiency but would lead to serious social 
evils. 


The American Association for the Study 
of Feebleminded is not in favor of sterili- 
zation except in certain fixed cases. 


The National Committee for Mental 
Hygiene has never been able to endorse 
or encourage eugenic sterilization ; all of 
its teachings have been against it as cir- 
culated in “The Bulletin.” 


The great Harvard University not long 
ago refused the bountiful bequest of 
$50,000 to have sterilization taught in 
college. Evidently the pendulum swings 
back and forth. “Oh, Society! Where is 
thy goal?” If sterilization be a needful 
law, let it be mandatory and not optional 
upon the officers in charge of the patients, 
and only after segregation was impossible 
and when institutional patients are about 
to be returned to community life. 


In some states sterilization laws specifi- 
cally exempt superintendents and manag- 
ing officials from all liability, civil and 
criminal, on account of state participation. 
This is the joker in the law. Why this 
exemption or protection if the law be 
founded upon medical and scientific knowl- 
edge and with the approval of society? 
Why subject the participants to these 
hazards? A sterilization law would make 
patients hide out by parents. Sterilization 
as a punative measure at first was ad- 
mitted, but it latterly abandoned its pro- 
cedure. The Virginia law is in point. 
The trend is to apply eugenic sterilization 
at first to the feebleminded; to idiocy; to 
imbecility; to epilepsy; then to insane hos- 
pitals with hereditary forms of insanity 
that are recurrent: (Illinois today has such 
a bill before its legislature)—then to alms 
houses; to country and city jails, ad infini- 
tum. . . Such a great number of sterilized 
subjects would soon lead again to segraga- 
tion. The life of segragation in colony life 
properly manned and equipped, insures 
greater happiness anyway with congenial 
occupation and close fellowship. 
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The mooted question is yet with our pro- 
fession and with our lay-brother generally, 
is eugenic sterilization of the unfit—(and 
I use the word unfit guardedly)—the ra- 
tional process today? Is it scientifically 
well grounded? Is the operation per se al- 
ways safe guarded? 


Is the operation per se in certain states 
legally recognized? Is it the scientific 
panacea for our social uplift or the means 
of cessation of the multiplication of our 
human maladjustments? Should the proc- 
ess of sterilization be applied only to au- 
thenticated cases only of feebleminded? 
Should sterilization likewise be practiced 
legally among the insane as contradisposed 
to the feebleminded? Why not then, should 
sterilization be mandatory of a large num- 
ber of inmates of our penal institutions. 


Why not, following in sequence this sup- 
posedly public sentiment, the same legal 
procedure to confirmed alcoholics, dipso- 
maniacs, or to our troublesome psychopaths, 
to all social misfits and maladjusters, ne’er 
do well, if you please? They are not insane 
nor feebleminded, professionally so recog- 
nized. 


Public opinion should be against sterili- 
zation on _ scientific and humanatarian 
grounds. The question of doubt as to diag- 
nosis and prognosis is the fine line of de- 
markation of reproduction properties; on 
immorality grounds, because of prostitu- 
tion, venereal disease; also because of 
doubtful question of gain by heredity in- 
fluences. 


Mr. President, I vote, “No.” 


CONCLUSIONS. 
More scientific experiments and study 
of the subject by qualified, experienced lay 
and professional authorities. 


Continued segregation of the feeble 
minded and mental social derelicts, favor- 
ing colony system with improved profes- 
sional and administrative facilities. 


Eugenic education of the public. 
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More restrictive marriage laws and cus- 
toms. 


Expand the scope of knowledge of the 
subject by greater publicity and greater 
mental hygiene organizations and teach- 
ings. 

DISCUSSION. 


Dr. A. A. Herold (Shreveport): My good 
friend, Dr. Pierson, was kind enough to ask me 
to discuss this paper. While it is certainly within 
our province to say that we do not agree with an 
essayist, it may not be very polite. However, I 
feel Dr. Pierson wants me to express my views 
in unequivocal terms and for that reason, Mr. 
Chairman, I vote “Yes.” I vote that if only for 
sociological reasons. 


It has been brought out that if the population 
on earth continues to increase for the next 100 
years as it has in the past few hundred, accord- 
ing to statistics, after that time we will not be 
able to produce enough food in the world to feed 
all of the people. Of course, we needn’t worry 
about that. Birth control is coming; it is here in 
some localities, and if we have to control the birth 
rate, why not control it with the unfit rather than 
with the fit? 


To my mind, the only cogent reason for object- 
ing, and one that Dr. Pierson brought out, is the 
same as would be applied to Euthanasia; that is, 
that the law may not properly safeguard. Of 
course, the law should be properly drawn if we 
have such a law. There is always possibility of 
fraud. There may be some cases where, in spite 
of all the safeguards, questions of spite and hate 
may enter into it and the wrong people may be 
treated in this way. 


The question of heredity and environment is 
always an interesting one, and one which we will 
never decide, for, as Dr. Pierson says, it is a most 
perplexing question. I know of one instance of a 
very dishonest man, who formerly lived in my 
city, all of whose children were thoroughly 
honest; at least, they had that reputation. One 
of the daughters married a high-class gentleman. 
Yet the oldest son, who never associated with his 
grandfather, was of the most dishonest type imag- 
inable. I claim this is a question of heredity, just 
as we heard Dr. Matas the other night speaking 
of inheriting cancer. We inherit the soil. The 
tendency to the condition is inherited. If a ten- 
dency to physical conditions is inherited, why 
can’t a tendency to a mental condition be in- 
herited? Insurance companies invariably ask 
the question, “Has there been any tuberculosis, 
epilepsy or insanity in the family?” They seem 
to think, the consensus of opinion among the life 


insurance directors is, that there is a tendency 
to inherit these diseases. 


Dr. Pierson speaks of paroling. That is a prac- 
tice that we all know all over the country, parol- 
ing these inmates. Very often they are returned 
and perhaps they have already propagated off- 
spring before they return. He refers to the 
dipsomaniac and other classes of people who are 
undesirable. Why not let it apply to them? I 
say, “Yes, why not, in the severe cases?.’ They 
should not have offspring. They should be classed 
with the mentally unfit. 


Perhaps I am a little radical in my views on 
this question. I differ with my good friend, Dr. 
Pierson, but I differ honestly with him. I feel we 
need such a law properly safeguarded. 


Thank you. 


Dr. C. S. Holbrook (New Orleans): I must 
say that I take very much the same position 
that the last speaker did. I believe sterilization 
in certain cases should be applied. 


Within the past year or two I have had an 
opportunity to examine a fairly large number of 
unmarried mothers, people who had never been in 
institutions, and considerably over half of these 
girls who were pregnant and delivered subse- 
quently, were feebleminded to a marked degree. 
I want to take that back for a moment. They 
weren’t idiots, but they were of the moron type 
who were able to get along by working in some 
of the department stores, or work of that type, 
and yet who did not have sufficient inhibition to 
properly conduct themselves. I believe in some 
eases like that sterilization would be well worth 
while because most of these girls who started off 
in a life of prostitution will continue the life of 
prostitution. Sterilization would prevent feeble- 
minded offsprings and our orphanages would not 
be so crowded. 


The whole trend of medicine today is preven- 
tion. The number of cases of feebleminded that 
are taken care of by the state is ever increasing 
and the number of those who suffer from psychosis 
is increasing. I don’t believe there is any doubt 
at all that the essential causes of mental diseases 
are heredity, syphilis, alcohol and other drugs, 
and brain injury. The careful obstetrician pre- 
vents a large number of feebleminded children 
by not producing precipitate labors, not using 
forceps, not bringing about brain injury. The 
more syphilis that is properly treated, the fewer 
feebleminded we are going to have. 


I feel quite convinced that in well-established 
cases of feebleminded, where both parents are 
definitely feebleminded, the results can hardly be 
anything else except feebleminded children. I am 
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very much of the opinion that sterilization will 
be well worth while provided it is properly safe- 
guarded. 


I have just within the month advised, and we 
have carried out, the sterilization of a young 
woman of normal intelligence who had recurring 
periods of insanity. These occurred each time 
she was pregnant. She had had two children. 
She had had two severe attacks of mental dis- 
turbance in which she had been in hospitals for 
six or eight months, and the probability was that 
she would continue to have these periods of de- 
pression throughout her life, and especially when 
she became pregnant. Also, these children bear a 
certain probability of inheriting an unstable 
mental endowment. 


In this case the permission of the husband and 
of the individual herself was properly obtained 
and the necessary papers signed, and she was 
rendered incapable of becoming pregnant. I feel 
she is going to be able to return to her family, 
keep it intact, and not bring into the world any 
other children who are apt to be mentally dis- 
turbed, and she is going to be very much happier. 


This sort of thing will multiply. I don’t be- 
lieve we should go out and operate on every 
patient, but there are certainly a number of 
cases where it will be beneficial, and I am very 
much in favor of sterilization when properly 
safeguarded. 


Dr. W. J. Otis (New Orleans): We should not 
allow ourselves to be deluded by the tomes of 
nonsensical literature that are on the market 
concerning the mentally defective. I have refer- 
ence to the so-called sociological and eugenic 
volumes printed for aggrandizement, merely culled 
statistics that do not bear research. There are 
some powerful monographs in print on the sub- 
ject of so-called eugenical sterilization. 


From what I can gather, and what data I have 
received, both in the United States and from 
magazines, national and international, our civili- 
zation has not progressed sufficiently to determine 
who will be sterilized by law. Have we not enough 
autosterilization in our civilization as it is? This 
is especially for the physicians, and the lay people 
can grasp what I mean, of course. 


Walter Fernald, who may be called the patron 
saint of the mentally defective, has told me 
on several occasions, personally, “Doctor, ster- 
ilization will not prevent mental defectiveness,” 
and very laughingly said: “Who will we ster- 
ilize?” These individuals are here not of their 
own free will; they are here because of a means 
to an end. Sterilizing the prostitute will not stop 
her prostitution. ‘Sterilizing your bandit will not 
stop him from being a bandit when he serves his 
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prison term, or what-not, if you are going to in- 
clude those in the law. 


There are types of mental defectives who should 
be segregated, so why sterilize them? If you 
segregate them properly, if your institutions are 
properly handled, if your states properly take care 
of them from the economic standpoint, why ster- 
ilize them? 


The Association for the Study of Feebleminded 
says, “Where are you going to get the individual, 
except casually?” You sterilize your individuals, 
and if there is a spark of moral sense left they 
become more promicuous. Your prostitute will 
say, “I have been declared below normal by law. 
Go ahead; I know what is happening to me—the 
House of the Good Shepherd or the jail; I will 
get thirty days. When I get out I am going to 
do the same thing because the law will tell me 
society has been appeased; I have been sterilized 
and I can’t conceive any more.” The male who 
has been sterilized will say approximately the 
same thing. 


Those are the questions. The economic situa- 
tion seems to be the bone of contention in legis- 
latures. We don’t want these people in our 
institutions. They tell you in one breath that 
they are not fit to be out; nevertheless, they will 
take them in, sterilize them and send them out 
again into the world. There are a number of 
people in good neighborhoods, that we know of, 
who are in good families but who, if brought to 
the test, would probably be high-grade or middle- 
grade, but who are taking care of themselves and 
their families, and we never heard of their econ- 
omic situation. These things should be taken 
into consideration when the question of steriliza- 
tion comes up. 


Yes, some states have sterilization laws. As 
Dr. Pierson says, California is blossoming like 
the orange blossom that comes out on the trees. 
Why? The state isn’t paying for that. One or 
two philanthropists are doing it. Again, I say 
to the medical men, there is enough autosteriliza- 
tion going on in the world today, and if we con- 
tinue this where will our civilization be in the 
near future? 


Dr. H. B. Gessner (New Orleans): This is a 
subject on which I am not well informed, but 
fortunately for you I am aware of the fact so 
that you are not in any danger of any long talk 
on the subject. 


Dr. Guthrie has practically called on me to 
talk about this from the surgical viewpoint, but 
I want to take that liberty which speakers at a 
banquet take. You all know that a speaker at a 
banquet is assigned a subject and he proceeds to 
talk about everything in the world but that sub- 
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ject, so I am not going to talk about the surgical 
side. ° 


I am going to refer briefly to an argument 
that has been made against sterilization of the 
feebleminded, the logic of which has never ap- 
pealed to me; that is, the argument that the 
sterilized feebleminded woman will be used for 
illicit purposes. As a matter of fact, she is used 
for those purposes, and the result is that she 
reproduces her kind. The final result is that she 
has feebleminded children to give the world, and 
these again replenish the ranks of prostitution. 


It seems to me if you sterilize the feebleminded 
woman she will be used for immoral purposes, 
but after she has been used for that purpose, 
and finally dies, she will leave no girls behind 
her to be used for that purpose. That is the 
way it seems to me, and I have never seen that 
argument answered. You are done with her, then, 
once for all. I should like to know when Dr. 
Pierson takes the floor whether he can answer 
that argument. 


Miss Jean Gordon: I don’t intend to discuss 
it from the medical standpoint. I am going to 
show the desperate need for sterilization from 
the economic standpoint. I acknowledge to over 
forty years that I have worked in the charities 
of this city, and there hasn’t been a thing started 
here that I haven’t had my share in. I stand 
here to speak as an expert from that viewpoint, 
and I tell you we are swamped right today from 
the charity standpoint due to the feebleminded 
men and women, particularly the women. 


We cannot go on having women each bring into 
this world eight and ten feebleminded children 
for us to keep on supporting. They are now 
trying to get up a mothers’ pension to take care 
of these people, which will, in turn, only increase 
the charity problem that much more, because I 
know enough of the feebleminded parent to know 
he would encourage his feebleminded daughter to 
have children in order to get a pension. I have 
had it right in my own little institution, which 
is simply a little demonstration farm. 


I had found that the people of this state 
didn’t know what feeble-mindedness meant. The 
Chief Justice of the State of Louisiana did not 
know. I went down to the Supreme Court in 
my shabby little automobile and invited them 
to come out to Milne Home. They have had a 
different viewpoint on the subject and won’t give 
a decision such as they gave one time when I took 
a case into court. The case was appealed to the 
Supreme Court, and of all the fool decisions that 
were ever written into the statutes of Louisiana 
the biggest fool one was the one given on that 
case when they let that girl out of Milne Home 


institution and who, in five years, had added 
three more illegitimate children for you all to 
take care of. There is the point I am arguing it 
from. 


We have got to recognize it from both sides. 
If we are just going to go on and let the feeble- 
minded procreate—if you all agree that procre- 
ation is “an inalienable right”—then, I have noth- 
ing further to say. I don’t agree with that 
whether it is scientific, medical or economic. I 
don’t think fatherhood and motherhood is “an in- 
alienable right;” it should be regarded as a great 
privilege and honor. 


Doctor, I wish you wouldn’t keep quoting Dr. 
Treadgold. He has been dead for the last twelve 
years, and dear Dr. Fernold has been dead for 
three years. I give him credit that had he lived 
he would have seen the light, as did his suc- 
cessor, Dr. Little. 


In California there have been 8,622 operations 
and but one death due to a crazed woman pulling 
off her bandage. That comes to me from Dr. 
Butler of Sonora. Dr. Otis’ statement that Cali- 
fornia is being supported by a millionaire (Mr. 
Pozney, I suppose he alludes to), is not altogether 
the fact. California has appropriated a very large 
sum to Sonora hospitals where these operations 
are going on. 


I want to ask, and I hope Dr. Pierson will an- 
swer this: Have you ever seen a normal child 
born of a feebleminded mother? That is a scien- 
tific question, is it not? 


I know of one woman who has seven children. 
I will use that as an illustration. I told you all 
about her at the legislature. A nice, dear, sweet, 
loving character who has had seven children, all 
by seven fathers. Of course, companionate mar- 
riage may be all right, but I don’t think so. All 
of the seven children went to St. Vincent’s. As 
they grew old enough, the boys went down to 
St. Mary’s, and the girls were put out here in 
Sacred Heart. The mother was brought to me. 
That is four institutions. Under this cruel 
system of putting a girl out at eighteen without 
any mental test, Ma Cary’s eldest daughter was 
put to work in a department store to make her 
living. Inside of three months she was in a 
maternity ward nearly dead from an abortion. 
Unfortunately, you doctors cured her and brought 
her back, and she is now in the House of the 
Good Shepherd. Oh, yes, the boys have now been 
sent up to Alexandria, the State Colony. There 
are seven institutions taking care of the progeny 
of dear, nice Ma Cary. Do you think that is 
either scientific or economic? 


Dr. R. McG. Carruth (New Roads, La.): I 
want to say that I was glad to hear my friend, 
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Dr. Pierson, say at the beginning of his remarks 
that he had changed his opinion on the subject of 
sterilization, since it relieved my mind. I did 
not know what to think some months ago when 
I learned that he had changed his attitude on this 
subject. I always thought Dr. Pierson and I 
agreed but I 
learned last summer that he had gone before a 
legislative committee on the sterilization bill and 
had opposed it. When he was interviewed on 
the subject as to why he opposed it (this is what 
I learned through two or three different persons), 
he remarked that he had not opposed the bill 
directly nor had he gone there to fight the bill, 
but he had simply given some facts and figures. 
Now, one of the greatest statisticians in the 
world today, the man most trained and experi- 
enced in collecting data of this nature, Irving 
Fisher, has said, “You can prove anything by 
statistics, sometimes even the truth.” So it would 
seem that it depends on how you get your facts 
and figures, from what source you get your facts 
and figures and for what purpose you compile your 
facts and figures—yes, all of this, when it comes to 
If you go to nature with un- 
biased mind, seeking the truth, you will generally 
find the truth, but if you go with a preconceived 
hypothesis seeking to prove something that you 


so perfectly on the question, 


summing up results. 


want to be proved, you may, in time get together 
a sufficient amount of data to lend to grossest 
error the color of truth. 


As said before, since Dr. Pierson admits 
having changed his opinion, it has relieved my 
mind and I feel very much better satisfied. I 
feel now that we can both play the game—as I 
have always done—with our cards lying face up 
on the table since we shall have nothing to con- 
ceal from each other. As Dr. Pierson knows, I 
have always favored a hygienic marriage law 
that would prevent the propagation of the unfit. 
But I soon found that the same group of people 
who were fighting sterilization were the ones who 
were fighting from A to Z against a law that 
would prevent the marriage of those reeking with 
gonorrhea or foul and decrepit syphilis! They 
generally work together; they stand for the same 
thing. I do not say that Dr. Pierson is opposed 
to a hygienic marriage law (I want to be dis- 
tinctly understood), but it is usually the same 
class, the same group who are fighting steriliza- 
tion, who have always been opposed to any kind 
of hygienic marriage law. 


But to return: to Dr. Pierson’s paper—I do not 
think there is a fact he has mentioned, a truth 
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he has quoted, an argument he has used that can- 
not be thoroughly discounted by consulting the 
records, reviewing the individual case histories on 
file in our large prison and insane asylums. 


Nothing that can be said can outweigh the 
fact, known to all students of criminology, that 
51 per cent of the crimes committed in the State 
of Indiana during the present generation has been 
committed by the descendants of one hundred 
families transmitted by unerring and inviolable 
natural law through their genes and chromosomes 
to their monstrous but helpless offspring! Equally 
convincing and unanswerable are the facts that 
come to light by a glance at the tabulation of 
case histories at the East Louisiana State Hos- 
pital at Jackson. In a painstaking search of the 
records there a few years ago, by my friend, 
Dr. T. J. Perkins, late superintendent of that in- 
stitution, he showed us where our insane come 
I hold in my hand his tabulations, but 
time will not permit me to read them. These 
records show that just certain families carrying 
in their blood streams these infirmities have 
served as feeders to that institution since its 
foundation. I mention only these two examples— 
one from prison records, the other from an insane 
asylum; but with slight differences as to detail, 
the same is true everywhere. I am giving but a 
fair index as to the deplorable conditions that 
obtain. 


from. 


And you gentlemen know too well I have been 
sounding this warning for years. And I here beg 
leave to repeat: we are going the way of the 
Egyptians. We are in the hands of the morons 
today. Our civilization is tottering to its fall 


and sterilization of the unfit is the only hope of 
the race. 


Dr. Clarence Pierson (closing): I am sorry, 
indeed, that I haven’t a week to answer my good 
friend, Dr. Carruth. We have had so much in 
common! 


There is only one proposition we are discuss- 
ing. The chairman rightfully has called your 
attention to that—the legal aspect. I have never 
said I was opposed to sterilization, per se. That 
is the answer to your question, Dr. Gessner. To 
put a sewer from the Roosevelt Hotel to the Gulf 
of Mexico would not affect the Gulf of Mexico 
one bit. 


My proposition, and the only proposition in- 
volved, is: Shall we make it legal, and shall 
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sterilization be the only remedy. I thought some- 
body would give me a remedy for these social 
conditions of today. Nobody happened to ask me 
that question, if I had a remedy for the social 
conditions of today. This law is the only propo- 
sition proposed by some. 


Whether or not you are familiar with the ver- 
biage of the law, it is a repetition of the act and 
is taken from it. Every state had introduced the 
same stereotyped law; the same viewpoint. There 
may be a change of a comma or a period to suit 
local conditions, but they are all essentially the 
same thing. 


The purpose of this paper was to bring out a 
broad discussion. If sterilization is going to save 
the human family, I am in favor of sterilization. 
I am frank to say I want results. I have always 
worked for results. It is not because a horse is 
said to be seventeen hands, he has to be seventeen 
hands, but it is the question of the best deliberate 
judgment for the best people of our country, 
whether or not this is the proper course. Every 
discussion has been, “if,” “provided,” “but,” and 
“for certain conditions.” Certainly there are ap- 
plicable cases for sterilization. We have all ster- 
I have sterilized cases myself for 
The question is whether or 
not, as California is doing, per se, that is the 
remedy for that condition. 


ilized cases. 
surgical necessities. 


As I said to Dr. Gessner, the fact that the 
woman is sterilized is merely a drop in the Gulf 
of Mexico. 


I was asked a specific question by Miss Gorden. 
Yes, I have seen splendid normal children who 
have gone out and made a success, but whose 
mothers would be classified as feebleminded. 
They are children today from eighteen to twenty 
years old. 


Dr. Holbrook raised a question. I have seen 
individdals come to hospitals as many as three, 
four and five times. I know an elegant lady now 
who has gone home four separate times and in 


the interims raised a fine family. 


If we had practiced this law, some of your 
greatest war heroes, lawyers and _literateurs 
would have been lost to the world had we ster- 
ilized their mothers or their fathers. 


SOME OBSERVATIONS ON 
PAROXYSMAL AURICULAR 
FIBRILLATION.* 


RANDOLPH LYONS, M. D. 
NEW ORLEANS. 


Attacks of palpitation are such common 
occurrences that not infrequently the phy- 
sician in taking a history simply jots down 
their presence without further thought. 
In women, they are attributed to nervous- 
ness and emotionalism and in men, perhaps, 
to indigestion, too many cigarettes, etc. Not 
infrequently no special effort is made to de- 
termine exactly what the patient means by 
“palpitation.” To the laymen, palpitation 
may be simply the subjective consciousness 
of his heart beat—noticed especially on 
lying down. Again it is described as a 
rapid heart action or fluttering or, perhaps, 
a rapid and irregular heart action, varying 
in time from a few minutes to hours. In 
the longer attacks medical attention is apt 
to be demanded, particularly if the seizure 
is attended by symptoms of weakness, 
shortness of breath or apprehension. Dur- 
ing the past few years I have observed a 
number of patients who suffered with at- 
tacks of so called transient palpitation who 
proved upon further study to have paroxys- 
mal auricular fibrillation. Some of these 
cases were known to have heart disease 
while others were not. Owing to the fact 
that many of these attacks were of such 
short duration, it was only possible to ex- 
amine the patients in an occasional seiz- 
ure. In the more intelligent patients care- 
ful questioning often elicited something of 
the nature of these attacks but all patients 
were instructed as to what symptoms and 
signs to be on the lookout for in order to be 
able to describe any future attacks. They 
were directed to note—(1) whether the at- 
tacks began and ended abruptly, (2) their 
approximate duration, (3) was the heart 
action simply more forcible or very rapid 
or both; and, (4) was the heart action rap- 
id and irregular? 





*Read before the Louisiana State "Medical 
Society, New Orleans, April 9-11, 1929. 
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This last question is most important 
where there is a suspicion of fibrillation. 
In most instances patients were unable to 
answer this question definitely until they 
had had subsequent attacks. When this as- 
sociation of tachycardia and irregularity 
was noted by patients, special effort was 
made to see them during the paroxysm and, 
if posible, have electrocardiographic curves 
made. 


In the elderly, arteriosclerotic individu- 
als who, though previously apparently well, 
developed transient attacks of rapid, irre- 
gular heart action associated at first with 
dyspnea, oppression and weakness, a diag- 
nosis of fibrillation could almost be made 
from the history alone. The same might 
be said for the patient with mitral stenosis 
of long standing although in such cases the 
attacks are only too frequently the precur- 
sor of permanent fibrillation. 


Again paroxysmal auricular fibrillation 
is not uncommonly associated with toxic 
goitres but here the outlook is good if the 
thyrotoxicosis is relieved. Transient fib- 
rillation is but rarely seen in normal hearts 
although cases have been described where 
it was precipitated by influences of nerve 
origin. Other factors such as certain 
drugs, foci of infection and toxic states may 
predispose to such attacks. There are a 
few forms of paroxysmal acceleration of 
the heart rate which should be briefly men- 
tioned as they may require differentiation 
from paroxysmal auricular fibrillation. 
These are (1) paroxysmal auricular tachy- 
cardia, (2) paroxysmal auricular flutter, 
(3) paroxysmal nodal tachycardia and (4) 
parexysmal ventricular tachycardia (Wil- 
lius). 


Paroxysmal auricular tachycardia may 
be eliminated because here the heart rate, 
though rapid, is regular. 


It is frequently not possible to differen- 
tiate auricular flutter from fibrillation 
without a graphic curve—except in those 
cases where the ventricular rate is regular 
(associated partial block). When such is 


not the case, exercise may be helpful in sep- 
arating the two conditions as fibrillation is 
not affected by it but flutter is apt to quickly 
assume a regular ventricular rhythm. 


Paroxysmal nodal tachycardia is rela- 
tively rare and of no great clinical signi- 
ficance. It is rarely diagnosed except by 
the use of the electrocardiograph. In gen- 
eral, this form of arrhythmia does not give 
rise to rapid ventricular rates although a 
variation in rate may be noted, at times, 
where the control of the heart passes back 
and forth from the A-V and S. A. nodes. 


Ventricular tachycardia cannot be differ- 
entiated from auricular tachycardia with- 
out graphic methods. In this condition the 
heart rhythm is essentially regular—thus 
differentiating it from auricular fibrilla- 
tion. 


BRIEF PRESENTATION OF A FEW 
ILLUSTRATIVE CASES. 

Case 1. Miss E. W., governess, aged 62 years, 
seen March 16, 1924. Paroxysmal auricular fib- 
rillation, chronic hyperthrophic arthritis of spine, 
moderate aortic dilatation. 


Cardiac history: Thirteen years ago she had 
an attack of palpitation. She remembers that the 
heart beat rapidly but does not know whether it 
was irregular. Previous to the present attack, 
she had been under considerable nervous and phy- 
sical strain because of the illnesses of the children 
under her care. 


Present attack began in the morning with rapid 
heart action, breathlessness and weakness. 


Physical examination: Rather stout woman, 
nervous and apprehensive, pale. Temperature 
normal. Thyroid moderately enlarged. Pulse, 
90, totally irregular in rate and force. Heart rate 
140. Pulse deficit 50. Sounds at apex totally 
irregular in rhythm and intensity (delirium cor- 


dis). Heart not enlarged on percussion, sounds 
are clear. 
Course: With rest, digitalis (72 drops of the 


fluid extract) and bromide, the fibrillation dis- 
appeared on March 18 (third day). Pulse and 
heart rate were 80, both perfectly regular. Blood 
pressure 140/85. During the following three 
years she has complained of transient attacks of 
irregular heart action associated with weakness. 
I was never able to see her actually in an attack. 
In November 1927 she complained of an attack of 
palpitation and I sent her to Touro Infirmary for 
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a week for observation. She had no attack while 
there. A roentgenogram of her chest and gastro- 
intestinal tract showed a moderate dilatation of 
the aorta. Heart shadow was not enlarged. Gastro- 
intestinal series was suggestive of a chronic cho- 
lecystitis. There was a hypertrophic arthritis of 
the spine. She has been in better health during 
1928 but is still under observation. 


Case 2. Mrs. P. H. K., housewife, aged 69 
years, seen Jan. 21, 1927. Diagnosis:—Obesity, 
chronic tonsil infection, auricular fibrillation, my- 
ocarditis. 


Cardiac history: In 1925 she had an attack of 
palpitation which lasted % hour. It occurred at 
night and was associated with a marked diuresis. 
In the summer of 1926 she had another attack of 
palpitation while in bed at night. She does not 
know whether the heart action was irregular but 
states that it was very fast. She has been taking 
treatments for her throat during the past three 
weeks. This morning at 7:30 A. M., she had an 
attack of vertigo and rigors (no fever), became 
nauseated and vomited three times, palpitation 
present. She was seen three hours later. Color 
good. Temperature 983/5° Pulse 116, very ir- 
regular in force and rate. Heart sounds were 
irregular in rhythm and intensity. At the apey 
the sounds were short and valvular in quality. 
Slight pulse deficit. There was no apparent en- 
largement of the heart on percussion. No edema 
of the lungs nor feet. She received 5 digitalis 
tablets of 1%2 grains each and at 8 P. M. the at- 
tack was over. The pulse was 70, regular. The 
following day the pulse was 68, regular. Heart 
rate the same. At the apex, the first sound ap- 
peared short with a soft systolic blow. 


On February 9, 1927 she had another attack of 
palpitation lasting about one hour. This occurred 
between 2 and 3 A. M. Two weeks later an elec- 
trocardiographic curve was taken. This showed a 
sinus arrhythmia. She had no attacks during 
1928. On February 6, 1929 she had a slight at- 
tack of palpitation. It was not possible to witness 
this attack. As no graphic curves could be taken 
during these attacks, the diagnosis of fibrillation 
cannot be conclusively proven even though, clinic- 
ally, the signs were quite typical. 


Case 3. J. B. S., male, business man, aged 
62 years, seen April 23, 1928. Obesity, auricular 
fibrillation. 


Cardiac history: Past history is unimportant 
except for overeating, drinking and smoking. 


During the early part of April, 1928 he began 
having attacks of palpitation and shortness of 
breath. He states that, at times, the dyspnoea 
was present without his being conscious of any 
palpitation. He had had an electrocardiogram 


taken on April 5, which showed fibrillation. Under 
quinidine the fibrillation disappeared for a short 
time. 


Physical examination: Large, stout man of 
plethoric type, nervous and apprehensive. Lungs 
are clear. Pulse 110, very irregular in rate and 


force. Blood pressure 140 to 160-110. Heart rate 
is 110. No pulse deficit. Heart rhythm is dis- 
orderly. No murmur audible. Heart is slightly 


enlarged to the left. Fluoroscopic examination 
shows moderate aortic enlargement and slight left 
ventricular hypertrophy. 


Subsequent history: From April until the lat- 
ter part of June, normal rhythm returned for a day 
or two on two occasions, once, while under digi- 
talis therapy and another time while on no med- 
ication. In July he went to a. sanitarium. There 
he was given digitalis again and put on quinidine. 
After a few days the fibrillation ceased for 
about 36 hours when it returned. The quinidine 
was increased and the heart became regular for 
48 hours but began to fibrillate again after this. 
When seen on his return in October, 1928, the 
heart was still fibrillating but he felt no discom- 
fort from it. He had lost considerable weight 
and looked very well. 


Case 4. J. W. P., male, business man, aged 
78 years, seen in June, 1926. Paroxysmal auric- 
ular fibrillation, chronic prostatitis, chronic bron- 
chiectasis. 


Cardiac history: He has never had any seri- 
ous illness and has always been vigorous for his 
age. During the past five or six years he has 
suffered with chronic bronchitis in winter. Has 
had prostatic trouble for several years. 


During the summer of 1926 he had many attacks 
of transient palpitation. He noted that his heart 
beat rapidly and irregularly but the seizures only 
lasted a few minutes. They were associated at 
first with a feeling of oppression, weakness and 
slight dyspnoea. After resting a while the symp- 


toms would disappear and he would feel well 
again. 


Physical examination: Well preserved, tall, 
active, elderly man. Peripheral vessels moder- 
ately thickened. Heart very slightly enlarged to 
the left on percussion and orthodiographically. 
Heart sounds clear. Aortic second sound moder- 
ately accentuated. No murmurs. Pulse 76, reg- 


ular. Blood pressure, 140/65. Lungs are hyper- 
resonant. 


It was possible to see him in several attacks. 
During these the pulse was 120, heart rate 126, 
pulse deficit 6. The heart action was completely 
irregular. On January 11, 1927, he walked into 
the office fibrillating. This attack lasted long 
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enough to permit the taking of an electrocardio- 
gram which confirmed the diagnosis. From this 
time on, attacks became longer in duration and 
more frequent until during the past year it has 
been continuous, requiring digitalization at times. 
The patient is fairly active and attends to his 
business. 


Case 5. Mrs. S. C., 49. Seen October 17, 1924. 
Myocarditis, aortic dilatation, paroxysmal auric- 
ular fibrillation, acromegaly. 


Cardiac history: She attributes her heart trou- 
ble to the shock of the burning of her home. Be- 
fore this she had been told that she had Bright’s 
disease and diabetes. No diabetes was found 
while under my observation. She states that the 
shock of losing her home gave her palpitation 
which recurs about once a week—the duration is 
several hours to a day or two. The heart seems 
to “pound” and is fast and irregular. She feels 
weak and has a “choking” sensation. 


Physical examination: Large woman, fairly 
well nourished with large bones. Hands and head 
are large. Pulse 96, irregular in rate and force. 
Heart rate 120. Pulse deficit 24. Blood pressure 
130 to 140/80. Left border of heart moderately 
enlarged to left. No murmur audible but cardiac 
sounds disorderly in rate and intensity. No edema 
of feet. Abdomen pendulous, otherwise negative. 


Under Luminal and two days’ rest in bed the 
fibrillation disappeared. On March 1, 1925, she 
returned with a history of slight attacks of palpi- 
tation weekly. Physical examination again re- 
vealed fibrillation and she was sent to the hospital 
where she was put to bed and given 66 grains of 
quinidine in five days without results. The fol- 
lowing four days she received 5% drachms of Tr. 
Digitalis with no change in the cardiac rhythm. 
Then all medication was stopped except Luminal 
and two days later the rhythm was normal. 


On February 11, 1926, a tonsillectomy was per- 
formed in Mississippi and following the operation 
she had to remain in bed for one month because of 
fast and irregular heart action. I saw her in 
March and July, 1926, and the heart was not fib- 
rillating although she stated she had a number 
of attacks. The acromegalic signs were more 
pronounced and she had almost lost the vision of 
one eye. 


During 1927 and 1928 she was seen three times 
and on each occasion the heart was fibrillating. 
The history suggests that it has probably been 
constant since 1928. 


Case No. 6. Mrs. W. S. B., housewife, aged 
26 years, admitted to Charity Hospital March 13, 
1927. Rheumatic endocarditis, mitral regurgita- 
tion, mitral stenosis, paroxysmal auricular fibril- 
lation. 
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Cardiac history: Rheumatic fever at seven 
years and subacute attacks at intervals of several 
years since. First heart attack eight years ago. 


For over a year she has had attacks of palpita- 
tion associated with dyspnea but does not remem- 
ber whether the heart was regular or irregular. 


The present attack began three weeks ago with 
dyspnea, joint pains, fever and sore throat. 


Physical examination: Orthopneic, cyanosed, 
teeth bad, tonsils enlarged. Heart dilated to the 
right and left. Double mitral murmur. Systolic 
thrill at the apex. Heart sounds are very irreg- 
ular and rapid—about 130. Pulse 120, irregular 
in rate and force. Blood pressure 112/80. Edema 


of lungs. Abdomen distended. Slight edema of 
the feet. 

Course: She was digitalized and put on quin- 
idine. She was kept in bed and after five days 


of quinidine, the fibrillation ceased, however, a 
maintenance dose of digitalis was continued. A 
normal rhythm was maintained from March 29 to 
April 4, when an electrocardiogram showed the re- 
currence of filbrillation. On April 11, digitalis 
was stopped and the only medication given was 
iron. She appeared comfortable and seemed much 
improved though fibrillating. On May 11 the fib- 
rillation disappeared spontaneously and two days 
later she sat up out of bed for the first time 
whereupon the fibrillation returned. On this day 
she was given 1% drachms of digitalis and 1 
drachm on the following day (14th). The next day 
(15th) the fibrillation ceased. She left the hospital 
on May 23, 1927, against my advice, with a normal 
rhythm. She has not been seen nor heard of since. 


Case 7. Miss L. McG., school principal, aged 
42 years, seen June 12, 1915. Mitral stenosis, 
malaria, auricular fibrillation. 


Cardiac history: Since childhood she has al- 
ways been short of breath on exertion and was 
subject to syncopal attacks. She had scarlet fev- 
er at fifteen and pneumonia at twenty-two. Dur- 
ing the past two years she has had attacks of pal- 
pitation coming on after exertion. She does not 
think that the heart action is irregular These at- 
tacks at times are associated with pain under 
the left breast and down the left arm. The pain 
is not very severe and disappears upon resting. 
The patient came for treatment on account of an 
attack of tertian malaria. 


Physical examination: Rather poorly nourish- 
ed, sallow. Thyroid contains a small adenoma in 
the region of the isthmus. Heart slightly enlarged 
on percussion with classical signs of mitral sten- 
osis. Pulse regular. Blood pressure 120/70. 


Course: From 1915 to 1923 she was seen about 
once a year. During this period the rhythm was 
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clinically normal. During the winter of 1923 she 
complained of an attack of palpitation lasting 
about an hour. She thought the heart rate was 
irregular as well as rapid. The attacks would 
cease suddenly with the sensation of a “large wave 
rushing into the heart causing it to swell; then 
the sensation of swelling would subside and the 
attack pass off.” I was not fortunate enough to 
see her in one of these attacks. She was seen on 
May 19, 1924. At that time she complained of 
palpitation, almost continuous, for the past six 
days. The diagnosis of fibrillation could be easi- 
ly made clinically and was corroborated electro- 
eardiographically the following day. She has fib- 
rillated continuously since this time but is in fair 
health and runs a large school. 


Case 8. J. W. M., male, farmer, aged 60 years, 
seen March 12, 1928. Auricular fibrillation, M. 
R., mitral stenosis, myocarditis, moderate decom- 
pensation. 


Cardiac history: He has been getting dyspneic 
after exertion for 1% years. At first he had at- 
tacks of palpitation only after exertion and last- 
ing only a short time. The attacks have become 
more numerous and longer as time went on. The 
palpitation is associated with rapid and irregular 
heart action and often accompanied by a sense of 
oppression in his chest and coughing. During the 
past six weeks his heart has been continuously 
rapid and irregular with attacks of breathlessness 
at night. 


Physical examination: Well nourished, no ede- 
ma but slightly dyspneic. Pulse 86, irregular in 
rate and force. Heart rate 96. Heart sounds are 
irregular and there are occasional ectopics. At 
the apex the first sound is roughened and there is 
a systolic murmur present. The second sound is 
snapping in character. The heart is considerably 


enlarged. Lungs clear. Liver moderately en- 
larged. 
Course: He was digitalized on March 22, 1928. 


Quinidine was begun and he took a total of 103 
grains in six days. On the sixth day an electro- 
cardiogram showed an auricular flutter but as 
the patient insisted on going home, the treatment 
was stopped. It is not unlikely that the normal 
rhythm would have returned after a few more days 
of treatment. His physician at home informed me 
in January, 1929, that he was still fibrillating. 
SUMMARY 

In summarizing the eight cases, it will 
be noted that the first four cases showed 
practically no enlargement of the heart but 
were of the age in which myocardial and ar- 
terial degenerations occur. They presented 
no evidence of endocardial or valvular les- 


ions nor gave any history of infections con- 
dusive to heart disease such as rheumatism, 
syphilis, etc. Two of these patients have 
become permanent fibrillators while the 
other two have normal sinus rhythm. The 
last four cases showed well marked cardiac 
changes—all had enlarged hearts—two 
having mitral stenosis of long standing. 
Three of these four patients have in time 
become permanent fibrillators. The fourth 
has been lost sight of but had a normal 
rhythm upon discharge. It is more than 
probable that she has become a permanent 
fibrillator by this time. In the group as a 
whole, there were two cases in whom it was 
not possible to confirm the diagnosis by an 
electrocardiograhic curve although clinical- 
ly their attacks were classical pictures of 
auricular fibrillation. 


TREATMENT 
There was considerable difficulty in eval- 
uating the beneficial effects of drugs in 
many of the cases. This is particularly true 
when we recognize the fact that the major- 
ity of such attacks are generally self-lim- 
ited, at least, in the beginning. 


The drugs employed were digitalis, quin- 
idine, pheno-barbital and bromides. Rest 
and reassurance also played a large part. 
The patients with endocarditis and evidence 
of some decompensation were all digital- 
ized before trying other measures. Quin- 
idine in case 6 apparently abolished the 
fibrillation after digitalis had failed—later, 
after all medication had been stopped, the 
fibrillation returned but upon administer- 
ing digitalis again, it ceased. Case 5 was 
given both digitalis and quinidine without 
effect, but a few days later when all medi- 
cation had been stopped except pheno-bar- 
bital, the fibrillation ceased spontaneously. 
Case 3 responded on several occasions to 
quinidine therapy but the normal rhythm 
could not be maintained even when the drug 
was continued. It should be remembered 
that foci of infection, alcohol, nicotine, 
overeating and toxic factors may all tend to 
keep up an irritation of the myocardium 
and endocardium. Such factors, of course, 
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should be eliminated. Furthermore, the 
dread of permanent fibrillation appears to 
be out of proportion to the harm that it 
produces—while, the cardiac function is to 
some extent embarassed by the abnormal 
rhythm, if the ventricular musculature is 
fairly sound, these patients get along in 
fair comfort—provided they will live on a 
lower level of physical activity. It is re- 
markable how rapidly patients adjust them- 
selves to this arrhythmia—physically and 
mentally. In most instances when it be- 
comes permanent, they are not even con- 
scious of the irregularity where before they 
were constantly in dread of attacks and 
often very uncomfortable during the at- 
tack. Four out of five of the known per- 
manent fibrillators in this series are tak- 
ing care of their own affairs. They for- 
tunately have a relatively coarse fibrilla- 
tion with moderate ventricular rate. One 
of them, case 3, has to take digitalis al- 
most constantly. 


CONCLUSIONS 


1. Transient or paroxysmal auricular 
fibrillation is more frequent than general- 
ly supposed. 


2. If the attacks become more frequent 
and of longer duration, the fibrillation usu- 
ally becomes permanent, in spite of all med- 
ication. 


3. The condition may be suspected by 
more carefully inquiring into the history 
of attacks of so-called “palpitation.” It is 
especially important to have the patient 
note whether the heart action is irregular 
as well as rapid during the attacks. When 
this is the case, every effort should be made 
to see the patient in an attack. 


4. In order to clinch the diagnosis, an 
electrocardiogram will, at times, be essen- 
tial to differentiate paroxysmal auricular 
fibrillation from other paroxysmal accel- 
erations of the heart. 


5. The early recognition of this condi- 
tion with the elimination of foci of infec- 
tion, toxic factors, etc., may, in some in- 
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stances, prevent the development of perma- 
nent fibrillation. 


6. Medical treatment still leaves much 
to be desired but digitalis, quinidine and 
pheno-barbital have proven their value in 
this condition. 


DISCUSSION. 


Dr. J. Leon Lewis (New Orleans, La.): Gen- 
tlemen: I agree with Dr. Lyons that paroxysmal 
auricular fibrillation is much more frequent than 
is generally believed, and it is well that he has 
called attention to the fact that many so-called 
attacks of palpitation are really attacks of tran- 
sient auricular fibrillation. 


I have the resume of three cases among many 
I have seen in the last few years which I think 
perhaps you may find interesting. 


In November 1928, I was consulted by Mrs. M., 
aged 50 years, height five feet, six inches; weight 
200 pounds. She complained of vertigo. Physical 
examination showed obesity, hypertension, blood 
pressure 190/100, pulse 68. The urine was neg- 
ative except it showed a large amount of indi- 
can. The PST. was normal. The metabolic rate 
was 12. The hemoglobin was 90 per cent. 


The vertigo promptly disappeared with the dis- 
appearance of the indican from the urine. She 
was given a reduction diet, salt reduced to a min- 
imum, and small doses of thyroid were ordered. 
The result was that she lost 15 pounds and the 
blood pressure dropped from 190/100 to 160/90. 


She was first seen in November. In January 
she called at my office complaining of palpitation 
of the heart. Examination showed a typical at- 
tack of auricular fibrillation. The heart rate 
was about 160 and it was extremely irregular. 
There was a pulse deficit of between 30 and 40. 
I advised her to go to the hospital for treatment, 
but she refused. She said she had had several 
such attacks previously but they had all passed 
off within a few hours, so I ordered her to bed, 
quindine in capsules, three grains three times daily 
the first day, and to be increased as directed. 


She misunderstood my directions and the first 
day she took three grains the first dose; three 
hours later, six grains; three hours later, nine 
grains; the next morning, twelve grains, and the 
next dose, fifteen grains. In other words, she got 
forty-five grains within less than twenty-four 
hours. I was called at two o’clock in the after- 
noon when they reported she was dying. When 
I saw her she was very much excited. She claim- 
ed her heart had been throbbing as though it 
would jump out of her chest. She had ringing 
in the ears and headache from the large doses 
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of quindine but her pulse was about 72 and per- 
fectly regular and has remained regular ever 
since. I suspected the possibility of thyroid being 
the cause of this attack, so I left it off for a week, 
when she began taking the same doses again. That 
was about two months ago and she has had no 
further attacks. 


In, April, 1922, I was consulted by a business 
man, a resident of New Orleans, aged 54 years, 
somewhat obese. He came to my office to have 
his heart examined. He complained of fluttering 
in the chest and said he had had several such 
attacks within the previous few months. He had 
no shortness of breath, no pain, no cough, no 
edema. The physical examination was negative, 
except that he had a very rapid heart, perfectly 
regular, and a diagnosis was made of paroxysmal 
tachycardia. The examination did show, in addi- 
tion to this, that he had carious teeth. I pre- 
scribed a sedative and advised that he have his 
carious teeth extracted. 


During the next few months he had several 
similar attacks. His pulse and heart were per- 
fectly regular and there was no pulse deficit. 
Several months after this I was called to him one 
morning while at breakfast, and I reached his 
house about 9 a. m. He told me he had another 
attack which began the previous night about 11 
o'clock, but instead of finding his pulse on this 
visit perfectly regular, it was still more rapid, 
varying between 180 and 200, and very irregular. 
There was a very marked pulse deficit. He was 
complaining of shortness of breath which he 
hadn’t had before, and he also had some cough. 
The following day his pulse was even weaker, 
there was even more marked pulse deficit, his 
lungs were engorged, there were rales over both 
lungs and dullness over one base. He also showed 
a slight elevation in temperature. 


At the beginning of the attack I ordered tinc- 
ture of digitalis in dram doses, to be given three 
times daily. On the morning of the third day, 
about fifty hours from the beginning of the attack, 
his pulse slowed down within the course of a few 
hours from 180 to 76. Two days later, he felt 
perfectly normal. 


After this attack he consented to have his 
carious teeth extracted. This was seven years ago 
and he has had no attacks of fibrillation since and 
only one attack of paroxysmal tachycardia which 
lasted a few hours. Examination recently showed 
his heart moderately enlarged, a faint systolic 
blow over apex, blood pressure 130-80, pulse regu- 
lar and 70 to 76 per minute. He has above the 
average endurance of a man of his age and no 
shortness of breath, cough or pre-cardial pain. 


Dr. I. I. Lemann (New Orleans): I have just a 
brief remark to make, and that is that there are 


cases of paroxysmal auricular tachycardia which 
simulate auricular fibrillation in that, in addition 
to their tachycardia, they have numerous ectopic 
beats, so that the heart may be, instead of regular 
as in ordinary cases of paroxysmal tachycardia, 
irregular and simulating exactly the fibrillation. 


Differential diagnosis, under these circumstances, 
is only possible with an electrocardiogram, there- 
fore. 


Dr. G. R. Herrmann (New Orleans): I just 
have one other word to add to what Dr. Lemann 
mentioned. This also is in the way of propaganda 
for graphic methods. 


I have records of cases with short paroxysms of 
two or three or more beats, then normal for one 
or two or more, and then another paroxysm which, 
from the history and physical examination, simu- 
lated very closely cases such as those Dr. Lyons 
has described. 


Another type of case is with regular rhythm 
which suggests paroxysmal flutter but which is a 
praxysm of sinus tachycardia. I haven’t seen very 
many such cases recorded in the literature, but I 
have observed a couple of cases that gave typical 
histories of regular paroxysms of rapid heart 
action, which, when examined electrocardiograph- 
ically, showed paroxysms of sinus tachycardia. I 
think that such must be kept in mind in the differ- 
ential diagnosis on clinical findings alone, as Dr. 
Lyons has however suggested from the patient’s 
history, whether regular or not. 


Dr. Randolph Lyons (closing): I only have 
a word to say in closing. I want to thank those 
who discussed the paper. 


The object in presenting this paper was to call 
attention to, and stress the importance of investi- 
gating more carefully into the history of attacks 
of palpitation. I know in years gone by I have 
frequently paid little attention to them unless the 
patient complained a good deal and forced me to 
give it attention. 


During the past few years I have paid consid- 
erably more attention to the word “palpitation” 
than I used to. I go into what the patient means 
much more carefully than I used to. 


I don’t want Dr. Lemann or Dr. Herrmann to 
misunderstand me. We can’t always tell clinically 
the difference between auricular fibrillation and 
paroxysmal tachycardia with a large number of 
ectopics, without graphic curves. Frequently, 
when you listen to such a heart, you can get an 
idea of the ectopic by its prematurity. Other 
tests, such as exercise, may help to abolish the 
ectopics where they have no effect on fibrillation. 
If anything, they make the fibrillation worse. 
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APLASTIC ANEMIA.* 
T. E. STRAIN, M. D., 
SHREVEPORT, LA. 


Aplastic anemia is a condition charac- 
terized by aplasia of the bone marrow; 
resulting. in a progressive, rapid, and con- 
stant decrease of the number of red blood 
corpuscles, which retain their physical 
characteristics, and by an equally progres- 
sive decrease of blood platelets, and 
neutrophils giving a relative mononucleosis 
and leukopenia. 


The etiologic factors that have been 
assigned to this condition are as follows: 


1. Benzene poisoning. 


2. Chronic infections, such as malaria 
and syphilis. 


3. Dietary deficiencies. 
4. Tumors of the bone marrow. 


The differential diagnosis is confined 
principally to differentiation between per- 
nicious and aplastic anemia, which is as 
follows: 


In pernicious anemia the skin is a lemon 
yellow tinge. The sclera has a subicteric 
tinge. The tongue is slick glazed, and the 
spleen and liver are often palpable. The 
long bones are frequently tender. The red 
blood cells are irregular in size and shape, 
considerably larger than normal. Urobilin 
is present and the color index is above 1. 
The bone marrow is hyperplastic and red. 
In aplastic anemia the pallor of the skin 
and sclera and visible mucous membranes 
including the tongue are outstanding feat- 
ures. The liver and spleen and long bones 
show nothing. The red blood cells have 
normal physical characteristics and the 
color index, if not normal, is below normal. 
The bone marrow is a yellow inactive aplas- 
tei tissue. 





*Read before the Louisiana State Medical 
Society, New Orleans, April 9-11, 1929. 


STRAIN—A plastic Anemia 


CASE REPORT. 


Mr. B., a white male, aged 36 years, barber by 
trade, was first seen on January 10, 1929, with a 
complaint of stomach trouble. Family history 
irrelevant. Personal history: Usual diseases of 
childhood. Has always enjoyed good health until 
recently. Gonorrhea twelve years ago. Ton- 
sils removed by electro-coagulation last July. 
Influenza two weeks ago. States that he began 
losing weight and color after having tonsils 
removed. 


Present illness: Two months ago had a rigor 
followed by a high temperature of thirty-six 
hours duration, then began with nausea and vom- 
iting accompanied by a low grade temperature 
which continued for about four weeks without any 
particular pain, and since that time has been 
bothered with gas formation with some soreness 
in epigastric and hypochondriac regions. The 
pain is partially relieved by the intake of food. 
Stools have been light in color and patient has 
lost twenty-five pounds in weight during the past 
six months. 


Physical examination: Asthenic type of build, 
skin grayish pallor, no adenopathy, blood pressure 
S. 120, D. 75. Very good teeth and gums, pharynx 
healthy, tonsils absent, tongue flabby with a 
grayish furrowed coat, no thyroid enlargement. 
Chest: Normal and equal respiratory excursion 
and no abnormal signs on palpation, percussion, 
nor auscultation. Heart: Normal in size, loca- 
tion, and rhythm, no murmurs detected. Abdo- 
men: Normal in appearance. Spleen: Not 
palpable. Liver: Slightly enlarged. Tenderness 
over epigastric and right iliac regions. No hernia, 
no hemorrhoids. Prostate normal. 


Neurological examination: Epicritic, proto- 
pathic and deep sensibility intact. Superficial re- 
flexes present. Deep reflexes exaggerated gener- 
ally, sensibility of bones and joints normal. 


Fluroscopic observation showed the gastro-in- 
testinal tract negative for any morphological 
defects. Two or three large gall stones were 
present. The appendix was dilated with fecaliths. 
The small intestine showed evidence of post peri- 
toneal inflammation with numerous_ band for- 
mations. 


Laboratory examinations showed the following: 
R. B. C., 1,520,000; W. B. C., 2,500; hemoglobin 
40 per cent, neutrophils 12 per cent, small lympho- 
cytes 81 per cent, large lymphocytes 7 per cent. 
Blood Wassermann negative. Red cells normal in 
appearance, with slight basophilic degeneration. 
Reticularcytes, 1.15 per cent. Blood platelets, 
346,000; coagulation time, 4% min., bleeding time, 
2% min. Gastric analysis: Quantity, 4 c.c.; 








sils 


t. 
n 
1. 
Sy 
2, 


STRAIN—A plastic Anemia 365 


total acidity, 20; free hydrochloric acid, none; 
lactic acid, insufficient amount for analysis; some 
gross blood, some mucus. Urinalysis: Sp. gr. 
1,018, reaction acid, albumen none, sugar none. 
indican none, few pus cells, much mucus, few 
epithelial -cells, no casts. Feces: Much mucus; 
no parasites nor ova found. Secretion from mouth 
showed 700 cells per cu. m.m. 


The patient was placed on a high caloric diet, 
including as much liver as he could comfortably 
consume, also arsenic and strychnine along with 
one teaspoonful of dilute hydrochloric acid three 
times daily after meals. 


He returned ten days later with the following 
blood picture: R. B. C., 1,236,000; W. B. C., 
2,400; neutrophils, 13 per cent; small lympho- 
cytes, 75 per cent; large lymphocytes, 12 per cent. 
Hemoglobin, 30-35 per cent. Blood platelets, 
120,000; appearance of R. B. C. normal. The fol- 
lowing day he was given 320 c.c. of whole blood 
by transfusion. 


One week later the laboratory examination 
showed R. B. C. 2,400,000, W. B. C. 2,500, neutro- 
phils 16, small lymphocytees 80, large lymphocytes 
4, hemoglobin 45, blood platelets 144,000. Ap- 
pearance of R. B. C. normal. Coagulation time 
3 min. Bleeding time 2 min. The same day he 
was given 630 c.c. of whole blood by transfusion. 


At the end of another week the laboratory ex- 
amination revealed: R. B. C.,-2,656,000; W. B. C., 


2,400; neutrophils, 9; small lymphocytes, 85; 
large lymphocytes, 6. Hemoglobin, 60. Blood 
platelets, 150,000. Appearance of R. B. C. nor- 
mal. Coagulation time, 5 min.; bleeding time, 2 
min. At this time he was given 250 c.c. whole 
blood by transfusion. 


On March 7, twenty-one days later, his blood 
picture showed: R. B. C., 2,824,000; W. B. V., 
1,800; neutrophils, 6; small lymphocytes, 82; large 
lymphocytes, 12. Hemoglobin, 50. Blood plate- 
lets, 160,000. Appearance of R. B. C. normal. 
Coag. time, 2% min.; bleeding time, 1% min. 


After having given six daily treatments of 
ultra violet ray, the blood picture showed the 
following: R. B. C., 2,368,000; W. B. C., 2,100; 
neutrophils, 8; small lymphocytes, 77; large 
lymphocytes, 15. Hemoglobin, 60. Appearance of 
R. B. C. normal. Coagulation time, 3% min.; 
bleeding time, 2 min. 

Following another week’s treatment of ultra 
violet ray, laboratory report shows: R. B. C., 
2,340,000; W. B. C., 2,150; neutrophils, 5; small 
lymphocytes, 79; large lymphocytes, 16. Hemo- 
globin, 50; blood platelets, 80,000. Appearance of 
R. B. C. normal. Coagulation time, 3 min.; bleed- 
ing time, 1% min. 

COMMENT. 

1. The clinical appearance and the 
blood picture is typical of a so-called aplas- 
tic anemia. ; 

























































































Jan. 10 Jan. 30 Feb. 7 Feb. 14 Mar. 7 Mar. 13 Mar. 20 
RBC 1,250,000 | 1,236,000 | 2,400,000 | 2,656,000 | 2,824,000 | 2,368,000 | 2,240,000 
WBC 2,500 2,400 | ~ 2,500 2,400 1,800 2,100 2,150 
POLYS: 12 13 16 9 6 8 5 
8. L. 81 7% ~6©|~—80 85 82 77 79 
‘i 7 - . 6 12 15 16 
Hemoglobin 40 30-35 | 45 60 50 60 50 
Blood Platelets 346,000 120,000 144,000 150,000 160,000 1,300,000 80,000 
Appearance j 
of RBC Normal Normal Normal Normal Normal Normal Normal 
Coag. time 414 Min. Nornal i 3 Min. 5 Min. 2144 Min. 3% Min. 3 Min. 
Bleeding time 244 Min. | Normal | 2 Min. 2Min. | 134 Min. | 344 Min. | 134 Min. 
an Jan. 31, 320 C C whole blood by transfusion. __ . 

Feb. 7, 630 C C whole blood by transfusion. No nucleated 

Feb. 14, 250 C C whole blood by transfusion. cells found. 

Mar. 7-Mar. 20 daily treatment of Ultra violet ray. 
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2. Repeated transfusions of whole blood 
did not alter the downward clinical course 
of the disease, except a temporary increase 
of the red blood cells. 


3. The presence of gall-bladder disease 
in this case brings up the question: whether 
seme infection or toxic substance from the 
gall-bladder or liver may have acted 
directly by inhibiting the hemopoietic func- 
tion of the bone marrow. 


4. Surgery was postponed in view of 
the fact that the patient was not physically 
fit. 


5. Ultra violet ray treatments did not 
check the progressive downward course of 
the disease. 


DISCUSSION. 


Dr. O. W. Bethea (New Orleans): I think it is 
such careful, thorough and painstaking keeping of 
records that makes statistics of any value, and I 
believe we all appreciate the thoroughness with 
which Dr. Strain has followed up and reported on 
this particular case. 


He was kind enough to send me a copy of this 
paper quite some days ago, ‘and in looking up the 
literature (of course I had to look it up) I was 
very much impressed with a little story I had 
heard of two colored boys in the Carolinas. They 
were guiding a raft down the Peedee River when 
a storm arose washing all their food overboard 
and they were faced with semi-starvation. They 
decided to while away the tedium of the hours by 
saying over all the good things to eat they could 
think of. One said, ‘‘Watermelon, chicken, 
’possum and ’taters.” The other knocked him 
overboard and gave as an excuse that he hadn’t 
left anything for him to say. That is somewhat 
the way I felt after reading Dr. Strain’s paper. 


I was very much interested in looking up the 
literature to see that his suggestions of the so- 
called aplastic anemia conform very well with 
current opinion. Up until within the last year or 
two such men as Kahn, Mahon and Johns claimed 
that the condition is but one phase of pernicious 
anemia, that particular phase in which there is 
an exhaustion of the blood forming elements of 
the body. On the other hand, men like Lyman, 
Green, Stevens and many others recognize all the 
way back a separate, independent condition. I 
think that is the present tendency. 


It is exceedingly interesting to wonder what is 
going to be the result of the new plan of treat- 
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ment. If it has any benefit it is the first ray of 
hope that has permeated the darkness that has 
so far surrounded the prognosis in this particular 
type of anemia. 


In the past, every case reported has gone to 
autopsy, and it will be extremely interesting, if 
this patient follows that course, to see if the 
hypoplasia and the aplasia of the bone marrow 
persists after the liver treatment to the same 
extent as it did before the days of glandular 
therapy. 


It is very interesting to remember that one 
of the most quoted articles in literature is by 
our own Dr. Musser of this Association who, in 
1914, reported one case and summarized the liter- 
ature that existed up to that time which consisted 
of 59 cases. 


Dr. J. E. Knighton (Shreveport): It has been 
my privilege to have seen and been in touch with 
this case that Dr. Strain has reported, he being 
a patient in the Tri-State Hospital of Shreveport 
at present. 


I can say that Dr. Strain has given a faithful 
report of the progress and clinical picture of 
this case. To me it is one of the most interest- 
ing conditions. The whole subject of anemia is 
an interesting one, and when you see a case of 
pernicious anemia, for instance, and look at the 
blood picture, and then, on the other hand, look 
at a case of this type and notice the striking dif- 
ference between the blood pictures, it is indeed 
interesting. 


In many respects, of course, there is a similar- 
ity between this type of anemia and pernicious 
anemia, but there are other distinguishing fea- 
tures which, to my mind, absolutely place-them in 
a different class. For instance, in this case his 
gastric analysis shows an absence of hydrochloric 
acid. That, you almost invariably find in pernici- 
ous anemia. On the other hand, I think every 
case of pernicious anemia I have ever seen, in 
which there was no question as to the diagnosis, 
showed that glazed slick appearance of the tongue. 
This patient had a rather definite furred coating 
of the tongue. None of the cases show the slick 
of the tongue that the pernicious anemia cases 
have; and the blood picture itself is so strikingly 
different. In the disease the red cells are all per- 
fectly normal in appearance with no appreiacble 
variation in size, whereas in pernicious anemia, 
as is well known, there is a great variation in 
size, shape, character and appearance. 


Then in the aplastic anemia we see aplasia of 
the bone marrow with decrease of the red cells, 
the neutrophil count was about 16 on one occasion. 
You notice from Dr. Strain’s report that the 
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neutrophil count was about 16 on one occasion, 
and on another occasion it was as low as 5 or 6 
per cent. 


The hemoglobin observation is different from 
that in pernicious anemia. In pernicious anemia 
you have a high color index while the hemoglobin 
in aplastic anemia is reduced in keeping with the 


reduction of the red cells. 


The blood platelets, as you will probably recall, 
were just about normal on the first examination. 
With repeated examinations they have gradually 
gone down with the exception of perhaps after 
one or two of the transfusions, but the tendency 
has been the gradual reduction of the blood plate- 
lets. 


In looking over the literature, I have noticed 
that the blood platelet count is the last to be 
affected by this condition. A normal platelet 
count is maintained later in the disease than the 
red cell count or the neutrophils. 


Dr. L. F. Lorio (Baton Rouge): In regard to 
aplastic anemia, I should just like to relate one 
case that I was in attendance upon in the serv- 
ice of Dr. Buchman and Dr. Minard, and this was 
a little girl about five years of age whose blood 
picture was very typical of that which Dr. Strain 
has carefully outlined. Of course, the only treat- 


ment Dr. Minard could suggest was that of blood 
transfusion. 


When the child was admitted to the hospital the 
diagnosis was made in a few days and blood trans- 
fusion was begun. At the end of the twenty- 
ninth transfusion, given a maximum amount of 
blood at each time by Dr. Kempton himself, the 
child finally died. I can recall that Dr. Minard 
said he had never seen a case of aplastic anemia, 
either in children or in adults, that has survived. 


Dr. F. M. Johns (New Orleans): I am sorry 
I didn’t hear the paper. I should like to report 
that several cases of aplastic anemia that I have 
followed closely with liver diet have done worse 
with the large amounts of liver in the diet. 


Dr. T. E. Strain (Closing): There is nothing 
of importance left to be said except that his 
strength has held up unusually well, regardless 
of the progressive anemia and intermittant high 
grade temperature. 


I wish to extend my appreciation to Dr. Bethea 
and others for discussing this paper, and also 
to acknowledge the courtesy of Dr. Knighton in 
assisting me in following up this case 
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THE WHYS AND WHEREFORES OF 
NON-SURGICAL BILIARY 
DRAINAGE.* 


SIDNEY K. SIMON, M. D., 
NEW ORLEANS. 


A question often asked is whether non- 
surgical biliary drainage as a clinical 
measure has justified itself or not. Since 
the introduction of the method twelve years 
ago by B. B. Vincent Lyons, arguments 
have been advanced from diversified 
sources, both in favor of and against the 
plan. The writings on the subject have 
likewise included a wide range of experi- 
mental investigations, and opinions, but 
time will not permit of a detailed arraign- 
ment of the many points at issue, either 
from the laboratory or from the clinical 
point of view. I shall confine my remarks, 
therefore, at the present time, merely to a 
review of my own impressions gained from 
a personal experience with the method 
covering a period of approximately eight 
years. 


The original contention made by Lyons 
was that when a 25 to 30 per cent watery 
solution of magnesium sulphate was in- 
stilled into the duodenum, certain definite, 
physiological reactions were set up; namely, 
a relaxation of the oddi muscle or sphineter 
of the common bile duct and coincidentally 
a contraction of the muscular tissue of the 
gall bladder. The resulting effect of these 
processes was an emptying of the contents 
of the biliary ducts and of the gall bladder. 
This theory of cross nerve action produced 
by magnesium sulphate upon unstriped 
muscular tissue followed the line of the 
so-called law of contrary innervation, which 
had been previously expounded by Melzer. 
Lyons had observed by bedside experience 
that the introduction of magnesium sul- 
phate into the duodenum did actually pro- 
duce a free flow of bile through the duo- 
denal tube. The fragments of bile secre- 
tion thus obtained flowed in sequence, first 





*Read before the Louisiana State 
Society, New Orleans, April 9-11, 1929. 
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as a light brown fluid, supposedly the con- 
tents of the larger ducts, followed by a dark 
brown or blackish material, constituting a 
predicated emptying of the reserved gall- 
bladder contents, and finally, a pale, canary- 
yellow bile, which Lyons believed repre- 
sented a drain of the smaller biliary 
radicles. 


As previously stated, the announcement 
of these various theoretical postulates of 
Lyons, as likewise the principles underly- 
ing the method as a whole, were promptly 
contested from many sides. The main dis- 
cussion seemed to devolve upon the origin 
of the second or black colored fragment, 
the so-called B bile. It was held that since 
the gall-bladder itself had no proven con- 
tractile muscular power, the B bile could 
not possibly be derived from this source, 
and that, therefore, the basic theory upon 
which the method was founded became in- 
valid. The point was also made that various 
other substances besides magnesium sul- 
phate, were likewise capable of inducing a 
free flow of bile into the duodenum. The 
introduction of solutions of varied mineral 
salts will, in fact, induce the flow of bile, 
and this is likewise true of certain food 
substances, such as egg yolk, peptone, liquid 
oils and fats. These contentions have each 
in turn been acknowledged as true by all 
observers, but the fact remains, none the 
less, that magnesium sulphate does possess 
a specific harmonic effect in this respect 
probably superior in both extent and de- 
gree to other substances. In reference to 
the origin of the B bile, it is still a matter 
of debate whether this more viscid, tarry 
material is derived from the gall-bladder 
itself or whether it does not constitute some 
type of chemical change in the bile brought 
about by the passage of- magnesium sul- 
phate or other saline in its passage through 
the liver. Frankly, I have always labored 
in doubt myself in respect to the ability of 
the gall-bladder wall to expel its contents by 
muscular contraction. It was Melzer’s 
original belief that the complete relaxation 
of the structure of the biliary system as a 
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whole produced by the instillation of mag- 
nesium sulphate and other substances was 
sufficient in itself to cause an emptying of 
the biliary contents, including that of the 
gall-bladder. 


What then, let us ask ourselves, might 
be the true purpose of the Lyons method? 
The diagnostic side, as elaborated upon 
quite extensively by Lyons and his school, 
has not proved of convincing value. The 
chemical, cytological, and bacterial studies 
of the expressed bile fragments are asso- 
ciated with too many variable factors to 
lend conclusive evidence of pathology in the 
biliary system. The microscopic examin- 
ation of the centrifuged specimens of the 
fragments, however, sometimes yields cer- 
tain points of information. The points to 
be especially mentioned in this connection 
are the discovery at times of excessive 
numbers of pus cells, and other cellular 
debris, suggestive crystalline deposits, and 
the presence of intestinal organisms, such 
as Lamblia Intestinalis, Strongyloides and 
hookworm. 


However, it is from the therapeutic 
viewpoint that the method must largely 
rest for its clinical justification. The 
modus operandi of the action of magne- 
sium sulphate upon the diseased biliary 
tract would seem to be most convincingly 
explained along the following lines. Upon 
the introduction of the warm solution of 
magnesium sulphate into the duodenum, 
absorption takes place rapidly through the 
portal circulation. The mineral salt pro- 
duces a free excretion or exudation from the 
liver cells into the biliary radicles, thus 
providing a flushing of the entire biliary 
system. This action is subsidiary to that 
along the course of the larger ducts and 
gall-bladder, as previously mentioned. In 
this manner there is obtained an outward 
flushing and drainage of the biliary tract, 
thereby removing retained debris and 
other infectious material. The funda- 
mental method in vogue in the treatment of 
all infectious conditions is drainage and 
flushing of the affected parts from above 
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downward. In this instance, the duode- 


nal tube likewise furnishes a means for the 
escape of the infectious bile from the 
body. Were this material allowed to re- 
main in the small bowel, it might be reab- 


sorbed and find its way again through the 
portal vessels back into the liver. 


THE TECHNIC. 

A good part of the success or failure 
which attends the employment of non-sur- 
gical biliary drainage depends upon the 
manner with which it is carried out. The 
method is all too frequently condemned 
solely because of frank failure on the part 
of the operator. There are certain tech- 
nical rules to be followed which, while 
simple in themselves, require exactitude 
and application to details along with just a 
bit of practical experience. It is scarcely 
possible for the busy doctor himself to de- 
vote the full time needed to the perform- 
ance of these details, nor is it necessary. 
A trained nurse or technician can be 
taught the fundamental principles without 
difficulty, and should thereafter require 
merely supervision and control. The aver- 
age time required for the entire process, 
including the introduction of the tube, its 
entry into the duodenum, followed by the 
drainage of the biliary secretion is approx- 
imately two hours; obviously, too long a 
period for the busy medical man to devote 
exclusively, day in and day out, to this one 
particular clinical detail. 


The technic that I have found in my 
personal experience to best facilitate and 
carry into execution the manifold steps in- 
volving the procedure are as follows: 


The patient is to report with fasting 
stomach at approximately 8 to 8:30 A. M. 
The tube is introduced either through the 
mouth or nostrils (the latter is preferable) 
to a distance of about 25 inches from the 
teeth edge. The gastric content, consist- 
ing mostly of swallowed mucus, is evacu- 
ated and then the stomach is lavaged with 
a warm alkaline solution. While in a sit- 
ting position, he is now instructed to insert 


the tube further into the stomach to a length 
of approximately 30-33 inches, drinking 
liberally of tap water during the process. 
It is quite important at this stage that the 
tube be swallowed very slowly, not faster 
than one inch every five minutes. After 
this, the patient is placed on his right side 
with the end of the tube unclamped, per- 
mitting the unrestricted outward flow of 
the accumulated secretions. Tests are then 
made from time to time to determine 
whether the tube tip has reached its goal, 
which is the second portion of the duode- 
num. The mere presence of bile issuing 
through the open end of the tube does not 
necessarily denote entrance into the duo- 
denum. The duodenal secretion is as a 
rule transparently clear, syrupy in consis- 
tency, and ordinarily free from clumps or 
flakes. One of the best means at our dis- 
posal to determine whether the tube has 
reached its proper destination is to permit 
the patient to drink a half glass of water. 
Failure to obtain a prompt return of the 
water by aspiration indicates pretty defin- 
itely that the tip lies in the duodenum. 
Other signs of duodenal entrance are: a 
lack of HCL reaction in the secretion, 
negative pressure in the tube, and a pecu- 
liar feeling of nausea experienced by some 
patients. It is not necessary in the aver- 
age case to roengen-ray the patient for the 
location of the position of the tube, though 
for ultra scientific purposes this method 
should always be used. With reasonable 
certainty that the tube has found its way 
to the duodenum, 50 ccs. of a 25 per cent 
solution of magnesium sulphate warmed to 
body temperature should be instilled into 
the duodenum, the tube clamped for three 
minutes, after which the flow of bile is 
allowed to proceed. In the same manner, 
a second instillation should be attempted at 
the end of this period, and a further 30 
minutes drainage thereupon attained. If 
the fragments of bile do not flow readily 
after the tube has reached the confines of 
the duodenum it is probable that the tip is 
resting in the third or fourth portion, 
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which should then call for a one to four 
inch withdrawal. 


A series of drains carried out in this 
manner should be instituted every other 
day for a total of from ten to twelve treat- 
ments, though, of course, the frequency and 
number is entirely arbitrary and is subject 
to adjustment to the individual needs of 
each case. A subsequent drain at inter- 
vals of two to four weeks may be and is not 
infrequently required. 


INDICATIONS. 


In respect to the indications and limita- 
tions of non-surgical biliary drainage, 
much has been and could be said, both pro 
and con. First of all, it should be stressed 
that no real conflict need exist between 
medical and surgical thought in this field. 
A good motto to follow in this particular 
instance, as in many others in clinical 
medicine, is “to render unto Caesar what is 
Caesar’s,” nothing more, and nothing less. 
The surgical indications in cholecystic dis- 
ease are clear cut and include such lesions 
as, violent acute inflammations, gangrene, 
extensive suppurations, empyema of the 
gall-bladder, hydrops, tumors, benign and 
malignant, impacted stones and other 
chronic cases, which have resisted all con- 
scientious medical handling. After sub- 
tracting this group of more or less ad- 
vanced, serious cases of cholecystic dis- 
ease, there still remains the milder lesions 
to which the gall tract falls heir, namely, 
the simple catarrhal processes, the low 
grade attenuated infections involving not 
infrequently the small biliary tubules as 
well as the larger ducts and gall-bladder. 
These cases constitute a rather numerous 
class, many of which in reality are more 
fully served without surgery. The re- 
quirements of thorough drainage and flush- 
ing for their type it would seem, are better 
met by the instrumentality of the duodenal 
tube and the intillation of magnesium sul- 
phate in the manner indicated above. 

DISCUSSION. 


Dr. J. E. Knighton (Shreveport, La.): I only 
want to refer to. this method of biliary drainage 
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as a therapeutic measure with reference to catar- 
rhal jaundice. All of you recall the difficulty of 
getting the patient well with the ordinary, simple 
catarrhal jaundice cases. With the old measures 
of treatment, as a rule you had your patients on 
your hands three to four or six weeks. That is 
one condition in which the trans-duodenal biliary 
drainage stands out as the treatment that should 
be instituted. 


If you use the duodenal tube with the drains, 
as suggested by Dr. Simon, you may not get any 
bile whatever with your first attempt, but in the 
great majority of cases the second attempt will 
show some bile, and by the time you have tried 
your third treatment, even at daily intervals, you 
will usually be rewarded by a fairly copious 
bilarly drainage. Your patient begins to feel bet- 
ter and continues to improve, of course, with a 
few additional drainages, and in very short while 
compared with the period of time which the patient 
suffered with the old line treatment. 


We sometimes see cases of jaundice where it is 
rather difficult to make a definite diagnosis as to 
whether you really have jaundice due to a com- 
plete obstruction of the common duct by means of 
a stone, malignant growths or other mechanical 
causes. In such instances your trans-duodenal 
biliary drainage is very important as a differential 
diagnostic measure. If you succeed, within the first 
few attempts, in securing specimens of bile, you 
know you haven’t a complete obstruction of the 
common duct, and that a diagnosis of simple jaun- 
dice is indicated. 


I just mention that for the benefit of those who 
may not have tried biliary drainages by the duo- 
denal tube in cases of simple, catarrhal jaundice. 


Dr. D. N. Silverman (New Orleans): About 
six or seven years ago one of our prominent sur- 
gical confreres said that in five years we will not 
hear any further word from non-surgical biliary 
drainage, and Dr. Simon has a continuation of 
this; not a revival but a continuation. We are 
using it daily. 


I arise especially to speak on the question of 
gall-bladder drainage by the use of the duodenal 
tube. I can’t help but get up and talk about that. 


In 1924 Dr. Menville and I proved- that the 
normal gall-bladder would empty more or less 
completely with successive stimulations of the 
duodenum with magnesium sulphate solution. 
Since that time there has been confirmation of 
that work by any number of workers, Lake, Com- 
stock, Eberhard, Lyons and others. I think that 
is a very important fact in diagnosis and treat- 
ment. If repeated non-surgical biliary drainages 
are attempted, and they should be attempted in 
diagnosis by the physician himself, and there is 
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no B bile, and therefore no apparent drainage of 
the gall-bladder, this case does not fall within the 


realm of medical treatment. That is a point in 


diagnosis which makes the case one for surgical 
therapy. 


The diagnostic findings which have been 


brought out by Dr. Simon are certainly of value, 
providing, as he says, the method is more or less 


systematized and standardized. Certainly, if we 


are merely to pass a duodenal tube into the 
stomach and put magnesium sulphate in there, 
and, subsequently, examine the contents, we are 
not going to get very much information. There- 
fore, an examination made of the fasting stomach 
contents, and an examination of the duodenal con- 
tents. After the administration of magnesium 
sulphate a third analysis is made of the biliary 
contents themselves. 


Dr. A. A. Herold (Shreveport, La.): I know 
we all appreciate Dr. Simon’s bringing this sub- 
ject up again because some of our surgical 
brethren feel it has fallen into disuse. 


I was especially glad to hear Dr. Simon draw 
the line between those cases which are frankly 
surgical and those which are amenable to this 
treatment because they think we claim the earth 
and the fullness thereof for this line of treatment. 


I am reminded forcibly of a patient referred to 
me several months ago with a diagnosis of chronic 
chlecystitis, by a surgeon, and on whom I tried 
this drainage very successfully I thought. I ex- 
pressed.the opinion that I didn’t believe she had 
enough evidence of chronic cholecystitis to war- 
rant an operation on the gall-bladder. She con- 
tinued to suffer. I recently followed the patient 
to the operating table where we had a chronic 
appendix removed with multiple adhesions around 
the cecum. After thorough examination of the 
abdominal viscera, the surgeon decided to do a 
hysterectomy and found no pathology from the 
gall-bladder, showing that you can find out by this 
method; in other words, help in diagnosis. 


Referring to the cases which Dr. Knighton 
mentioned, I have seen some of these patients 
that had catarrhal jaundice where I have been 
entirely unsuccessful with one or two drainages. 
By persistence it finally yielded and the results 
were satisfactory. 


Dr. E. J. Cather (Oakdale, La.): I have 
always been very much interested in surgical 
drainage of the gall-bladder. So much has been 
written as to whether it has done good or whether 
it hasn’t done good that I never did know. Except 
in diagnostic purposes it gives you a line on the 
biliary tract. 
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I read in a journal where some doctor said if 
you take two ounces of glycerin and four ounces 
of epsom salts in a six-ounce mixture, place the 
patient on the right side and do just as you 
would in duodenal drainage, two hours, you would 
get the same result. It may be because I am lazy, 
but it seems to me I have obtained just as good 
results from that as when I went ahead and 
drained the gall-bladder. You will get some pretty 
good results if the first drainage is done well. 


Dr. J. B. Vaughan (Monroe, La.): At this 
time I should like to express my own views that 
the duodenal tube is here to stay, and not alto- 
gether as a diagnostic instrument. Until a better 
treatment is found I want to add my support to 
that of Dr. Knighton, that it is a treatment par 
excellence for catarrhal jaundice. 


Dr. S. K. Simon (closing): I want to thank 
the various gentlemen for their discussion. 


It is an interesting thing, in connection with 
Dr. Knighton’s remarks, that the first group of 
cases Lyons experimented with in this method 
were cases of catarrhal jaundice. His first paper 
on the subject was a complete clinical review of 
that subject, and demonstrated that the time of 
the duration of the jaundice was shortened at 
least two weeks by the use of the method of 
draining the gall-bladder by means of the tube. 


The contention of the doctor that the magne- 
sium sulphate might just as well be given by 
mouth is quite an old one. It cropped out very 
shortly after the method was announced eight 
years ago, and it will not down. I don’t deny 
that to a certain extent the use of magnesium 
sulphate, or other salines by mouth will produce 
some degree of biliary drainage. I think the 
basis of success of the saline springs, such as 
Carlsbad, Saratoga and other spas that have been 
used from time immemorial for the treatment of 
gall-bladder cases are supposed to be the result 
of the drinking of the water alone. However, I 
believe it is the mineral content contained in 
these waters that helps in the drainage of the 
biliary tract when taken on an empty stomach. 


Nevertheless, the introduction of a duodenal 
tube into the duodenum is so simple, and the re- 
sults are much more definite and exact. The 
point that Lyons always stressed was that it took 
away the refuse, as it were, and did not permit 
it to trickle down into the small bowel to be re- 
absorbed. That is a point in favor of the use of 


the tube method rather than the oral method, 
so-called. 


Dr. Silverman mentioned the contraction of the 
gall-bladder. Nobody has ever proven absolutely 
that the gall-bladder contracts at all. There is a 
very thin veil of muscular tissues in the gall- 








372 


bladder and nobody has seen it contract or has 
proved that it has contractile power. Be that as 
it may, the relaxation of the tissues of the large 
ducts and the slight elevation of pressure in the 
gall-bladder permits a duodenum without neces- 
sary contraction of the gall-bladder wall itself. 
The point whether the gall-bladder actually forces 
its contents out by muscular contraction is not a 
vital one. 


I appreciated Dr. Vaughan’s few remarks very 
much. This is not a method for gastro-enterolo- 
gists alone. This is a method simple enough for 
use by any practitioner in medicine anywhere. 





OCULAR TUBERCULOSIS.* 
W. R. BUFFINGTON, M. D. 
NEw ORLEANS. 


_ The basis of this paper is the result of a 
study of a series of cases presenting ocular 
conditions, explicable in no other way than 
by supposing them tuberculosis in origin. A 
study of the patient, the nature of the eye 
lesions, the serological and other diagnostic 
findings, the result of treatment, have 
forced these conclusions. One must admit 
that tuberculosis of the eye has become 
more prevalent in the last few years; or 
else, observers formerly overlooked this im- 
portant factor as a cause in many eye 
diseases. Or, is the pendulum swinging too 
far in this diagnostic assumption? I am in- 
clined strongly to the first and last state- 
ments. 


In New Orleans, for instance, such care- 
ful and scientific observers as Bruns and 
Feingold in the past have considered ocular 
tuberculosis rare. Certainly, the opinions 
of these two authorities must be given 
weight. On the other hand, there are 
capable men in this country and in Europe 
who classify all inflammatory ocular lesion 
as tuberculous when no other cause can be 
readily demonstrated. 


In a review of the literature written dur- 
ing the past twenty years, one is struck by 
the voluminous reports of all sorts of eye 
conditions laid at the door of the tubercle 








*Read before. the Louisiana State Medical 
Society, New Orleans, April 9-11, 1929. 
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bacillus. A careful perusal shows most of 
it to be of little value because it has been 
based on incomplete and unreliable data. 
The observation and experience of such 
careful students as Jackson and Finoff, 
and, more recently, Wilmer and his school, 
have been of great value in giving us re- 
liable information about the various mani- 
festations of ocular tuberculosis. Since 
this is to be largely a case report, I shall 
not burden you by an extensive reference 
to the literature. 


It must be admitted that tuberculosis can 
attack any part of the eye or its adnexa. 
Accumulated facts prove this beyond doubt. 
A lupus of the face may involve the lids 
and finally the conjunctiva. Authentic 
cases of primary tuberculosis of the lacri- 
mal sac have been reported. Chalazia have 
been classified as tuberculous because his- 
tologically they show round cell infiltration, 
epithelioid and giant cells. They are prob- 
ably not tuberculous. Experimentally, 
tuberculosis is not transmitted by chalazial 
tissue. Jackson, Lundgaard, and others, 
have reported primary tuberculosis of the 
conjunctiva. In some respects it may re- 
semble trachoma—except, as Jackson says, 
the condition of the patient and the gland- 
ular enlargement distinguish it from tra- 
choma. In tuberculous conjunctivitis the 
pre-auricular glands often break down 
(Lundsgaard). We have seen no cases of 
tuberculous conjunctivitis in our clinic. 


Phlyctenular ophthalmia is thought by 
some to be tuberculous—kerato conjuncti- 
vitis. Our experience with a large number 
of cases convinces me that it is a nutri- 
tional disease. Bruns has given his reasons 
against considering it tuberculous in sev- 
eral papers, after a thorough study of this 
disease. He showed, especially, the aston- 
ishing results obtained by giving phlycten- 
ular patients what we would now call a 
high vitamin diet. Tuberculosis, other 
diseases, or conditions of environment 
which affect profoundly the nutrition of a 
predisposed person will precipitate an at- 
tack, or repeated attacks. I believe with 
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the French that it must therefore be classi- 
fied as a nutritional dysfunction and not a 
tuberculous process. 


Tuberculosis of the cornea is extremely 
rare. In most instances, tuberculous ker- 
atitis is an extension from disease of the 
anterior uveal tract. This secondary in- 
volvement of the cornea can be seen in the 
colored picture made of Case No. 1, of my 
series. 


Lesions in the uveal tract are probably 
the most common manifestations of ocular 
tuberculosis. The order of frequency is 
choroid, ciliary body and iris. At any rate, 
this has been our experience. Retinal 
tuberculosis is rare. I have seen a case in 
which the fundus picture showed enor- 
mously dilated, tortuous veins with many 
constrictions of their calibre, slight edema 
of disc and retina, and a few superficial 
retinal hemorrhages. The eye however, 
was lost from a focal reaction due to the 
injudicious injection of tuberculin for diag- 
nostic purposes. 


The cases here reported are all primarily 
tuberculosis of the uveal tract. My re- 
marks will be confined to some of the dif- 
ferential diagnostic high points in diseases 
of this part of the eye. In many diseases 
of the uvea, three important causes come 
to mind, viz.: first, lues; second, tubercu- 
losis; third, focal infection. Lesions pro- 
duced by any of the three may resemble 
each other so closely that a clinical differ- 
ential diagnosis is impossible. From a 
purely clinical standpoint, the patient’s his- 
tory, chronicity with recurrences and exac- 
erbations, are the most important. The 
clinical aspect must always be given the 
most careful consideration in formulating 
our conclusions. Fortunately, as time goes 
on, more accurate means are found to as- 
sist in finding the obscure causes of disease. 
In a study of uveal diseases, certainly the 
corneal microscope has been of great value, 
but our most valuable help is the labora- 
tory. It is constantly refining our serolo- 
gical tests and giving us a better under- 


standing and a more accurate interpreta- 
tion of their many reactions on living tis- 
sue. 


In my experience, diseases of the uveal 
tract due to focal infection clear up rapidly 
when the focus is relieved, removed, or 
treated. Recurrences and exacerbations 
are highly suggestive of systemic cause, 
and that focal infection only plays a minor 
role. The most difficult problem to my 
mind in many obscure chronic cases is to 
determine whether the condition be luetic 
or tubercular in origin. If our various 
tests were a hundred per cent perfect this 
difficulty would be eliminated, except in 
those cases where the two diseases run con- 
currently in the same patient. Under such 
conditions we are forced to resort to that 
time-honored, but by no means obsolete 
method, the reaction to the therapeutic 
test. 


In the large percentage of uveal diseases 
due to lues, we are all aware of the prompt- 
ness with which they improve under proper 
and intensive medication. It is long stand- 
ing and neglected cases which give us our 
greatest concern. 


Tubercular iritis, iridocyclitis, or exuda- 
tive chorioditis, is always chronic. It may 
be mild or it may be severe. Any case of 
chronic uveitis which does not clear up un- 
der specific treatment, or after removal of 
foci of infection, must be regarded as po- 
tentially tuberculous, until proved other- 
wise. When we consider that all of us be- 
fore the age of five years have been in- 
fected with tuberculosis, is it any wonder 
that it plays so important a part in ocular 
diseases? 


To determine whether one is dealing with 
a tuberculous infection of the eye in a 
given case, there must be a close co-opera- 
tion between the internist and the oculist. 
A careful physical examination must be 
made. All possible sites of foci of infec- 
tion must be inspected. A blood examina- 
tion, and, in some instances, a spinal fluid 
examination ought to be made. In most 
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of the cases in my series this line of pro- 
cedure was strictly adhered to, except in 
Case No. 2 and Case No. 4. In these two 
cases focal causes were searched for; Was- 
sermann tests were made, all proved to be 
negative. The physical examinations of 
both patients showed mildly active pul- 
monary tuberculosis. It was not considered 
necessary, nor advisable, to make the tuber- 
lin tests in the face of such positive evi- 
dence. The results shown in the detailed 
reports will justify this assumption. 


We now come to the use of the tuberculin 
reaction in arriving at a correct diagnosis, 
and the results obtained when it is given 
as a therapeutic agent. There are some 
who laud its use to the skies. There are 
others who feel that it is a dangerous and 
treacherous remedy. Our limited experi- 
ence teaches us that it is a valuable diag- 
nostic agent, and that it has merit in the 
treatment of uveal tuberculosis. It should 
never be employed except under the care- 
ful supervision of a tuberculist or capable 
internist. From the standpoint of the oc- 
ulist, I have seen but one serious result to 
an eye. As mentioned before, this occurred 
some years ago when it was employed in- 
judiciously to assist us in the diagnosis, 
but the eye was lost. 


In our hospital cases the tuberculin reac- 
tion for diagnosis, and its use as a thera- 
peutic agent have been under the supervi- 
sion of Dr. Durel. He will, I trust, give 
you his method of procedure in his discus- 
sion. His careful tests have aided us won- 
derfully in arriving at the correct diagno- 
sis. Results of treatment have certainly 
been splendid. After the intracutaneous 
introduction of tuberculin for diagnostic 
purposes, the following procedure is ob- 
served. The patient is put to bed, if pos- 
sible, the temperature taken every two 
hours, the local skin reaction is watched, 
careful observation is made daily for any 
evidence of focal reaction in the eye, and 
finally the pulmonary and other reactions 
in the chest, if any, carefully studied. If 
a marked skin reaction and an elevation 
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of temperature follow, the diagnosis is 
probably correct. In addition, if a focal re- 
action occurs either in the eye or in the 
chest, the diagnosis is considered certain. 
Focal reaction in the eye is usually charac- 
terized by increased deposits on the pos- 
terior surface of the cornea and an increase 
in the density of the vitreous opacity. In 
our cases this reaction has been followed 
by marked improvement in the eye condi- 
tion. In one sluggish case, (No. 3) rapid 
improvement began, following the diag- 
nostic injections. Whether the eye reacts 
to tuberculin as a specific antitoxin or as 
a non-specific protein is still undetermined. 


The following cases demonstrate many 
phases of ocular tuberculosis: 


Case 1. M. F., colored female, aged 25 years, 
admitted to hospital June, 1926. Complaint: Pain, 
inflammation in both eyes. Family History: 
Mother has active pulmonary tuberculosis. Past 
History: Patient always healthy. Developed 
inflammation in R. E. May, 1925. Condition grew 
progressively worse. Eye became completely blind. 
Present History: Early in 1926, L. E. became 
inflamed as had the right before. Vision reduced 
to counting fingers. Examination: Examined in 
August 1926. Physical examination of the chest 
was negative, no foci of infection present. Blood 
and Wassermann, negative. Later, two spinal 
fluid tests were negative. Cutaneous tuberculosis 
test strongly positive. Roentgen-ray examination 
of the chest showed definite evidence of pulmonary 
tuberculosis. Two months later, roentgen-ray 
showed a marked tracheo-bronchial adenopathy. 
Occasionally the patient ran a low temperature. 
R. E. V.—O; L. E. V.—hand-movements. Ophthal- 
moscopic Examination: August, 1926—R. E.: 
A painful, slightly inflamed atropic eye. L. E. 
(seen by me first, three months after her eye be- 
came affected): Moderate ciliary injection. Fine 
deposits on posterior surface of cornea. Some 
deep opacity in periphery of cornea. Several grey- 
white nodules were clearly seen in different parts 
of the iris. Some were larger than others; one 
or two were capped by a fibrinous exudate; mul- 
tiple posterior synechia; fundus not visible. Diag- 
nosis: _R. E.—Iridocyclitis (tuberculous) atrophy 
of eye ball. L. E.—Iridocyclitis (tuberculous) 
atrophy of eye ball. Treatment: Previous to 
August, 1926, intensive antileutic. Condition grew 
steadily worse. Since August, 1926, treated along 
anti-tubercular lines. (No tuberculin). Patient’s 
health improved. She put on weight rapidly. 
The condition of the eye, however, had advanced 
so far that complete blindness will be the end. 
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Case 2. W. J. L., aged 46 years, height 5 ft. 
8 in.; weight, 122 pounds. Complaint: Failing 
vision in R. E.—First seen May 25, 1928. Family 


History: Negative. Past History: Has had 
gonorrhea. Has been underweight and felt bad a 
long time. Present Illness: Several months ago 


right eye began to blur, get red, run water. Slight 
pain; gets better, then worse. Examination: 
Adult—under-weight—anemic. Prostate slightly 
enlarged. Moderate chronic prostatitis, No foci 
of infection. Wassermann, negative. Roentgen- 
ray showed evidence of pulmonary tuberculosis. 
Physical examination showed mildly active pul- 
monary tuberculosis. Heart, negative; pulse, 96; 
R. E. V.—20/40, corrected. L. E. V.—20/15, cor- 
rected. Ophthalmoscopic Examination: R. E., 
slight ciliary injection, dull cornea; deposits on 
posterior surface; slightly dilated sluggish pupil; 
deposits on out capsule of lens. Many vitreous 
opacities; fundus indistinct. No lesion seen. T. N. 
Diagnosis: R. E., chronic ant. uveitis (tubercu- 
lous.) Treatment: Patient lives in the country. 
Returned to follow general treatment along tu- 
bercular lines—rest, sunshine, nourishing food. 
Not possible to give tuberculin. June 22, 1929, 
R. E., no injection; a very few fine deposits on 
post. surface of cornea; vitreous opacities less 
dense; weight 130 lbs.; felt much better. Con- 
tinue treatment. Last eye examination, August 
14, 1928. R. E. perfectly quiet; few remaining 
vitreous opacities. R. E. V. corrected, 20/20; no 
exacerbation of ocular symptoms since treat- 
ment begun; felt fine; weight, 135 lbs. 


Case 3. G. B., aged 27 years; height, 5 feet; 
weight, 127 lbs.; admitted to hospital March 27, 
1928. Complaint: Headache, failing vision R. E. 
14 days; L. E. about 18 months. Past History: 
Pneumonia at aged of 12 years; operated on for 
rupture in 1925. No other illness of consequence. 
L. E. became inflamed, painful, blurred vision, 
saw floating spots more than a year ago. Dura- 
tion of this attack, 5 months. Sometimes after 
this R. E. became blurred, saw spots, never in- 
flamed. Examinations and tests made were re- 
ported as negative. Treatment: Rubs and iodids. 
Family History: One brother died from malarial 
fever. Present History: L. E. has had recurring 
attacks of inflammation and poor vision since first 


affected. R. E. began to blur and see spots two 
weeks ago. Unable to read at present time. 
Examination: Well developed male. Heart and 


lungs negative. Blood, Wasserman, spinal fluid 
tests were negative. Blood chemistry is normal. 
On March 29, 1928, roentgen-ray of teeth, nega- 
tive. Left sphenoid blurred. April 9, 1928, left 
sphenoidectomy was done. No pus found. Ophthal- 
moscopic Examination: R. E. V. 20/70, L. E. V., 
C. F., 7 ft. R. E.: Many weblike vitreous opaci- 
ties; fundus indistinct; above and to nasal side 
of dise is a large, white, slightly elevated patch 


of exudate. Retinal vessels lie in front of it. 
T n. L. E.: Deposits on post. surface of cornea; 
pupil dilates irregularly (post. cynechia). Fundus 
not seen because of dense cloud-like vit. opacities. 
Treatment: Intensive antiluetic treatment, Hg. 
rubs; K. I.; Neosalvarsan from March 27, 1928, 
to June 12, 1928. Discharged June 12, 1928. 
R. E. V. 20/50, corrected; L. E. V., f. ¢., 12 feet. 
Aug. 12, 1928, readmitted to hospital because of 
recurrence of eye symptoms. R. E. V., 20/100; 
L. E. V., L. P. Ophthalmoscopic Examination: 
R. E., vitreous clouds; fundus indistinct. Above 
and to nasal side of disc are seen two large 
massive exudates, each area several times larger 
than disc. L. E., vitreous opacities so dense that 
no fundus reflex is present. Suspicious of detach- 
ment of retina. (See picture of lesion in each 
eye—R. E. in color; L. E. in black and white.) 
Examination on this date of heart and lungs, 
negative. Roentgen-ray of chest: Marked tracheo- 
bronchial adenopathy; calicified nodes in roots 
of each lung. Both apices show hazy infil- 
tration. The picture is suggestive of a tuber- 
culous process in upper lobes of both lungs. 
August 29, intracutaneous injection O. T., 1 mgm. 
was given. No local, focal or systemic reaction. 
Sept. 8, 1928: The third intracutaneous injec- 
tion of tuberculin, 3 mgm. Sept. 9, 1928, focal 
reaction in left eye. Focal response in both 
apices of lungs. Rales are noted (Durel). Local 
reaction larger than dollar. Highest temp., 99 
degrees. Diagnosis: Bilateral uveitis; massive 
exudation in choroid and retina (tuberculous). 
Treatment: Rest; tuberculous diet; regular ther- 
apeutic doses of tuberculin given by Dr. Durel. 
(Doses ranging from .001 mgm. to 2 mgm.) Re- 
sults: Rapid improvement in general health; 
rapid improvement of eye condition. Improve- 
ment of eye symptom noticed from the beginning 
of the diagnostic tuberculin tests; viz., clearing 
up of vitreous; fairly rapid absorption of the 
exudate. Condition, Jan. 28, 1929: Weight, 147 
Ibs. Feels fine. R. E. V., 20/20, L. E. V., 20/200. 
Poor vision due to central lesion in L. E. 


Case 4 J. L., aged 15 years; height, 6 foot 1 
inch; weight, 125 lbs. First seen July 27, 1928. 
Complaint: Loss of vision, R. E. Family His- 
tory: Negative. History: Tall, thin, 25 Ibs. 
underweight. Has grown up quickly. Suffered 
all life with severe periodic headaches, due to 
stomach trouble. Present Illness: About June 
15, 1928, R. E. felt like there was something in 
it. Following day the eye was red and painful. 
Condition grew worse during next few days. 
Vision much affected. During following three 
weeks, pain and redness gradually subsided. 
Vision remained poor. Examination: Blood, 
urine, negative; teeth and tonsils show no foci of 
infection; roentgen-ray report, marked perihilar 
and peribronchial infiltration on left side. Left- 
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sided diaphragmatic adhesion. Physical, active 
tuberculosis, both lungs. Afternoon temp., 99° to 
100°; pulse, 96. R. E. V. fingers, one foot; 
L. E. V., 20/30. Ophthalmoscopic Examination: 
R. E., slight ciliary injection. Few fine deposits 
on post. surface of cornea and ant. capsule of 
lens. Pupil dilated 3% mm. Dense clouds of 
vitreous opacities; fundus barely seen but a large 
area can be seen extending from nasal side of disc 
to be lost in the extreme periphery. Fundus visi- 
bility too poor for a study. L. E., many fine vitre- 
ous opacties moving slowly; disc apparently nor- 
mal; the veins show peculiar changes. The lower 
nasal vein becomes dilated some distance from 
the disc. It becomes banked and rapidly reduced 
in size at first arterial crossing. Other veins show 
abnormal dilatations and constrictions along their 
courses. Upper nasal vein blurred in one loca- 
tion; more peripherally in its course, there is 
astride the vein a white solid looking elevation 
(tubercle) one-half dd. in length. Diagnosis: 
R. E., ocular tuberculosis (uveal and retinal); 
L. E., retinitis (tuberculous). Treatment: Pa- 
tient lives a long distance from here. Tuberculin 
treatment not practical. Patient was sent home, 
put to bed, given diet, fresh air and sunshine. 
General health improved rapidly. Rapid improve- 
ment in vision right eye, October 6, 1928, weight 
was 150 lb. Ocular Examination: October 6, 
1928: R. E. V. 20/40, L. E. V. 20/15. Vitreous 
opacities reduced; fundus seen fairly well. The 
large white area shows to be a massive retinal 
exudate (see colored painting). L. E., no vitreous 
opacities. Veins, normal calibre. The peripheral 
tubercule had entirely disappeared. Final Diag- 
nosis: R. E. Uveitis (tuberculous), (b) retinitis, 
with massive exudate (tuberculosis). L. E., re- 
tinitis (tuberculous). Last seen on March 30, 
1929, with following findings: R. E. V. 20/40, 
L. E. V. 20/15. R. E., massive retinal exudate 
has been partially absorbed and organized into a 
connective tissue band. L. E., normal. 


Case 5. White female; age 25 years; weight 
155 lb. First seen April 16, 1928. Complaint: 
Failing sight in R. E. Family History: Nega- 
tive. Past History: Has had measles and typhoid 
fever. Patient has had two normal healthy chil- 
dren; has had two premature labors at seven and 
eight months. Negative tubercular and leutic 
history. Examination: Well developed and 
nourished female. Chronic tonsilitis. Heart and 
lungs found to be negative. Urine, blood and 
Wassermann tests, negative. Roentgen ray shows 
two apical abscesses of teeth; teeth extracted. 
Ophthalmoscopic Examination: R. E., moderate 
ciliary injection; dull cornea. Many deposits on 
posterior surface of cornea; many large and small 
vitreous opacities; two large areas of chorioditis 
were seen in the upper nasal quadrant, several 
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dd. from dise. L. E., found to be normal. R. E. V, 
20/200, L. E. V. 20/20. Treatment: Patient 
was put on intensive HG. rubs. K. I. locally, 
atropin and dionin. June 8, 1928, no injection, no 
deposits on post. surface of cornea; vitreous opac- 
ities less dense. Vision had improved. While 
under treatment patient had an abortion, June 
24, 1928. Patient stopped visiting clinic on this 
account, but states that treatment (antiluetic) 
was kept up. Additional Notes: On September 
21, 1928, patient returned: R. E., ciliary injec- 
tion, many deposits on post surface of cornea; 
increase in the density of vitreous opacities. 
R. E. V., 20/200, L. E. V. 20/20. Oct. 12, 1928, 
gynecological report: No infection in pelvis; at 
this time a marked exacerbation of her eye 
symptoms. Admitted to hospital Oct. 12, 1928. 
Usual laboratory examination again negative. 
Spinal fluid examination, negative; at this time 
roentgen-ray report A. P. view: Exaggerated 
hilar shadows; a hazy peribronchial infiltration 
in the upper hilar zone. Picture suggestive of an 
early tuberculosis involving upper right lobe. 
Oct. 19, 1928: Intracutaneous tuberculin test 
with 3 mgm. O. T., sub-cutaneously. After 3 days 
no focal, local, nor systemic reaction. Oct. 26, 
1928, a second intracutaneous test with 10 mgm. 
O. T., subcutaneously, was made; this was fol- 
lowed by a local, but with no focal nor systemic 
reaction. Oct. 29, 1928, R. E., less injection; few 
corneal deposits; media clearer. Oct. 30, 1928, 
10 mgm. O. T. (Durel) roentgen-ray report states 
there is a clearing up of the perihilar infiltration. 
Tuberculin caused no focal reaction. Local reac- 
tion, positive. Elevated temperature, two days. 
Nov. 1, Nov. 3, and Nov. 6, 10 mgm. O. T. were 
given. Roentgen-ray report: Slightly increased 
density in the apices. Physical findings, increased 
resilence in the interspaces and wheezes in the 
left lower bronchus. 


Diagnosis: Hilar tuberculosis, non-active 
(Durel). One week later, tuberculin injection 10 
mgm. O. T. Focal reaction in eye followed; viz., 
ciliary injection; dull cornea; enormous increase 
of deposit on the post. surface of the cornea; in- 
creased density of vitreous opacity; fundus not 
seen. Tn., R. E. V., c. f., 6 ft., L. E. V., 20/20. 
Focal reaction lasted two weeks. Local treatment 
at this time, atropin, massage, and hot applica- 
tions. Dec. 7, 1928, eye symptoms improved; pa- 
tient has flu; no tuberculin. Dec. 12, 18, 24; 10 
mgm. given each day. Following each injection, 
less focal reaction was noted in R. E. R. E. V. 
20/200, L. E. V. 20/20. The following doses of B. 
E. administered: Jan. 8, 1929 1% mgm.; Jan. 22, 
1929, 2 mgm.; Feb. 1, 1929, 4 mgm.; Mar. 6, 1929, 
5 mgm. Patient still under treatment. Results to 
Date: Immediate, intense, focal reaction in eye 
followed by less intense reactions. These exacer- 
bations have ceased altogether, although the dos- 
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The im- 
provement in all symptoms is now rapid, un- 
doubtedly due to tuberculin therapy. The se- 


age of tuberculin has been increased. 


riousness of this case, the exacerbations, in spite 
of active antiluetic treatment, justify the sus- 
picion that this is a uveitis due either to focal 
injection or tuberculosis. The intense focal re- 
action and improvement following the use of 
tuberculin, make the diagnosis of tuberculous 
uveitis certain. April 1, 1929, R. E.. V. 20/100, 
L. E. V. 20/20. 


Case 6. A. G., aged 13 years; height, 4 feet 6 
inches; weight, 55 pounds. First seen August 
13, 1928. Complaint: Loss of vision R. E. 
Supra-orbital headaches. Dpration, three or four 
weeks. Family History: Negative. Past His- 
tory: No serious illness. Appendectomy two 
years ago. Examination: Well-developed female, 
undernourished. Urine, blood, Wassermann, 
sputum, negative. Blood count, nothing unusual. 
Roentgen-ray of chest: A. P. Hilar shadows ex- 
aggerated, especially on right side. Upper right 
lobe shows hazy infiltration; lower and outer 
border suggestive of tubercular process. Thicken- 
ing inter-lober pleura. Chest, slight exaggerated 
breath, right apex. Intradermal tuberculin test, 
Sept. 8, 1928, with 3 mgm. O. T., sub-cutaneously. 
No local or focal reaction during 48 hours. Tem- 
perature, 99.2; pulse, 110. Sept. 11, 1928, intra- 
dermal test, with 10 mgm. O. T., sub-cutaneously. 
Marked local and systemic reaction; anorexia. 
Pulse rose from 88 to 112. Focal hilum reaction. 
Sept. 29, 1928, referred to Dr. Durel. He reports 
no active tuberculosis. Peribronchial tuberculous 
adenitis. R. E. V., L P.; L. E. V., 20/70. Ophth- 
almoscopic Examination: R. E., slight ciliary in- 
jection; dull cornea. Many posterior corneal de- 
posits, pupil dilates irregularly (multiple poste- 
rior synechia). Dense cloud-like vitreous opaci- 
ties; fundus not seen. L. E., cornea dull; pupil 
dilates fully; large brown vitreous opacities; a 
large 3 dd., irregular white massive choriodal 
exudate seen up and in from disc; T. N. Diag- 
nosis: R. E. and L. E., uvietis (tuberculous), 
with massive choriodal exudates. Treatment: 
Given regular tuberculous diet, plenty of rest 
and fresh air. Under supervision of Dr. Durel, 
tuberlin treatment began October 15, 1928, and is 
being given by him to present time. Doses and 
interval of doses guided by neutrophilia index. 
In this case, at no time could there be seen a 
focal reaction in either eye. Steady and con- 
stant improvement of vision to present time. Last 
dose of O. T., 10 mgm., was given March 29, 1929. 
Results to date: R. E. V. 20/200, L. E. V. 20/20. 
Slow and steady absorption of vitreous opacities. 
Poor vision of right eye due to an apparent 
irregular organized vitreous exudate in front of 
macula. Massive choriodal exudate in L. E. has 


been absorbed, leaving a sharply defined area of 
chorio-retinal atrophy. Patient weighs 71 pounds. 


Case 7. L. R., white male, aged 31 years; 
height 6 feet, weight, 135 pounds; admitted, to 
Charity Hospital, January 25, 1929. Complaint: 
Failing vision, R. E. Family History: Negative. 
Three normal children. Past History: Has had 
measles; stomach trouble at times; cough for two 
years; took quinine for cough; never consulted 
a physician. Tonsils removed June, 1928. In 
May, 1928, began to have pain and failing vision 
of R. E. Loss of vision has been gradual. Now 
counts fingers at a few feet. He thinks the left 
eye has begun to blur. Physical examination said 
to be negative. No sinus infection. Prostate 
negative; urine and blood, negative. Suspicious 
teeth removed. Took K. I. four months; this had 
bad effect. While taking iodides, weight reduced 
from 143 to 135 pounds. Examination: Tall, 
thin; tubercular in appearance. Not acutely ill; 
skin warm, dry and elstic. Heart, lungs, abdo- 
men negative. Urine, negative; Wassermann, 
negative; spinal fluid, negative. Roentgen-ray of 
chest showed exaggerated hilar shadows; inner 
third of lower part of lung shows hazy infiltration 
suggestive of hereditary lues. February 2, 1929, 
2 mgm. O. T. given intracutaneously, with 1 mgm., 
sub-cutaneously. Local and focal reactions fol- 
lowed. Temperature rose to 99.6 during the 
night. Feb. 16, 1929, another intracutaneous in- 
jection O. T. was given. This showed positive. 
No focal reaction in eye. February 21, 1929; 10 
mgm. O. T., given sub-cutaneously, was followed 
by temperature, 99; on second day a focal reac- 
tion was noted in hilum of lungs (Durel). R. E. 
V., f. c. at 2 ft. V. E. S., 20/20. Ophthalmoscopic 
Examination: Right cornea faintly dull; three or 
four posterior corneal deposits. Both pupils equal. 
2% mm. reaction. Pupils dilated fully and round 
(Homat.). R. E., large, dense, cloud-like vitreous 
opacities; fundus seen indistinctly; a large grey- 
white oval massive exudate 3 dd. in size extends 
temporally from the macula region. L. E., few 
small vitreous opacities; up and out in mid zone of 
fundus was seen an irregular round 2 dd. circum- 
scribed area of chorio-retinal atrophy, with slight- 
ly pigmented borders. No recent lesion found. 
Diagnosis: R. E., chorioditis (tuberculous). L. 
E., chorioiditis, old. Treatment: March 2, 1929, 
Intracutaneous tuberculin test, 1 mgm. Bacillus 
Emulsion, was given and followed on the second 
day by a large area of local induration. Alto- 
gether, five therapeutic doses of tuberculin were 
given; doses of B. E. increased up to 5 mgm. 
Patient was put on special tuberculous diet. Re- 
sults: April 1, 1929, intracutaneous tuberculin 
test, 1 mgm. Bacillus Emulsion, was given and 
tollowed on the second day by a large area of 
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local induration. Altogether, five therapeutic 
doses of tuberculin were given, doses of B. E. in- 
creased up to 5 mgm. Patient was put on special 
tuberculous diet. Result: April 1, 1929, patient 
feels well; has gained weight; sees better. R. E. 
vitreous cloud much less dense. Exudate under- 
going rapid absorption. Pigment proliferation 
beginning. R. E. V., 20/200. Relative central 
absolute pracentral scotoma. No focal reaction 
occurred in eye at any time. Improvement of 
vision; absorption of vitreous opacity began coin- 
cidental with the tuberculous reaction for diag 
nostic purposes. Patient goes home because oi 
family sickness. He is to continue diet, rest. L. 
E. V., 20/20. 
DISCUSSION. 

Dr. W. J. Durel (New Orleans): Dr. Buffing- 
ton in studying this subject called for our co-opera- 
tion, and although our clinic was crowded, we 
were glad to give it to him. I want to call at 
tention to the fact that no matter where tuber. 
culosis manifests itself, it has the same old forms, 
the tubercular, the infiltrative and the exudative 
types. This holds true of all the organs of the 
body, and it is well to remember it when we are 
using tuberculin as a diagnostic agent. People of 
eminence have talked of the danger of using this 
agent for diagnosis and until recently I was al- 
most the only man in the South who was willing 
to use it; in my thirty years of work I have yet 
to see any deterimental results from it, and Dr. 
Buffington will bear me out in his special field. 
Now the pendulum is swinging the other way. In 
the last July issue of the American Review of 
Tuberculosis Dr. Allen Krause says that the use 
of tuberculin is the only procedure which can 
settle a diagnosis of tuberculosis. I employ the 
inter-cutaneous skin method first, then the sub- 
cutaneous, and these methods show first, whether 
the patient has tuberculosis at all, and second, 
where it is located. If the patient hasn’t the dis. 
ease, he is not going to react to any test; if he 
has the minutest focus, active or inactive, he is 
going to react; if he has an active case, he is go- 
ing to have a focal reaction also. Except by sec- 
tion of autopsy I know of no other method which 
gives you that information. It is wel] to remem- 
ber that in obscure eye diseases the internist can 
give you oculists much valuable help, and it is well 
to remember also that the eye is as susceptible ta 
tubercular infection as any other organ of the 
body. 

Dr. M. Earle Brown (New Orleans): The 
presentation just offered is a contribution upon 
the subject of ocular tuberculosis. Retinal tuber- 
culosis, per se, is exceedingly rare, there being 
less than fifty cases reported. These cases repre- 
sent the reward of diligent search and careful 
study. 
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Retinal tuberculosis, a classic by Jackson of 
Denver, seems to have escaped the majority of 
observers. The Germans, however, have been 
finding tuberculosis in a great many of the eyes 
examined in their clinics. They have been especi- 
ally fond of the use of old tuberculin, itself a 
product of theirs (Koch). It has found its place 
in text books and there remains while the major- 
ity of the medical profession has discarded its 
use many years ago. 


Old tuberculin, as a test is used for two pur- 
poses; first, to determine if the patient has tuber- 
culosis at all, and second, whether the disease of 
the eye is a result of the general tuberculosis. 
One should administer old tuberculin with the 
greatest of care. In one of my cases suffering 
from retinal tuberculosis of both eyes, the macula 
of the left eye was completely destroyed and the 
eye was necessarily blind. The right eye pre- 
sented an acute hemorrhagic lesion 14% mm. from 
the macula. One should not administer old tuber- 
culin for any purpose to such a patient, because, 
should the test produce a focal reaction with an 
increase of the margins of the lesion, the patient 
then would be blind in both eyes. 


In this case 10 ce of Aolin was injected intra- 
muscularly for the purpose of stimulating the in- 
voluntary nervous system and the bone marrow 
system, thus increasing the leukocytes. This ac- 
complished the only purpose old tuberculin could 
effect without the unnecessary reaction of in- 
creased temperature and the possibility of focal 
reaction. 


The results from non-specific foreign protein 
therapy have, in my hands, equalled that of old 
tuberculin without its many dangerous complica- 
tions. 


Dr. A. L. Whitmire (New Orleans): Dr. Fein- 
gold and Dr. Bruns for many years have main- 
tained that ocular tuberculosis is rather scarce 
here, while the eye men further North consider it 
rather prevalent. Can it be that our abundance 
of sunshine and open-air life is responsible for the 
difference? Not more than forty cases of tuber- 
culous retinitis have been reported. Hemorrhages 
of the young in this area are absorbed rapidly un- 
less a blood clot forms and involves the nerve, 
head, in which case fibroblasts occur producing 
connective tissue and later so called retinitis pro- 
liferans. But the choroid is effective by both 
toxins and the tubercular bacillus and the bacillus 
itself; in the first mentioned the pathology is 
microscopical and cannot be detected until after 
enucleation and is called tuberculous choroiditis, 
while tuberculosis of the choroid presents a dis- 
truction of same and patches from one-fourth to 
one-third disc diameter occur and are often con- 
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fused with luetic choroiditis. Possibly violet ray 
and other forms of light therapy will soon be of 
aid to us in this condition, especially pertaining to 
the anterior portion of the eye. 

Dr. H. Dickson Bruns (New Orleans): We 
should be extremely careful in making a diag- 
nosis of tuberculous diseases of the eye. We 
should be particularly painstaking in seaching out 
the ultimate causes of these diseases before 
classifying them as tuberculous. A _ negative 
Wasserman, in my opinion, is not worth the 
paper it is written on in fixing a conclusion. It 
no more eliminates the possibility of lues than it 
does the possibility of typhoid fever. 

A spinal fluid examination, as Dr. Buffington 
nas pointed out, is the only way I should say the 
best way, of making a diagnosis in suspected 
syphilis. 

I do not know why in the South up to this time 
we have not seen more cases of tuberculosis of 
the eye, and I don’t feel very happy over the 
situation. I can’t help feeling that I must have 
overlooked many cases which should not have 
been overlooked. In the North I have seen cases 
of tuberculous iritis in the clinics of my confréres, 
and nothing could be plainer; there are definite 
vellow tuberculous dots over the irides. But I 
have never seen such cases in New Orleans. The 
late Dr. Feingold received all of his medical edu- 
eation in Vienna, and you would think from the 
Viennese literature that in that city most eye 
diseases were of tuberculous origin. He must 
have seen hundreds of cases there, and have been 
thoroughly familiar with them; yet shortly be- 
fore his death, when I was discussing the question 
with him, he said he had never seen a single in- 
stance here, which is some consolation to me, 
Perhaps it is still rather rare, but I would urge 
that we bear the possibility of error in mind, as 
Dr. Buffington has done. It gives me pleasure 
to compliment Dr. Buffington on his paper. 

Dr. T. J. Dimitry (New Orleans): Dr. Buffing- 
ton has brought out the facts and proofs that, in 
the South, we must add tuberculosis as a cause 
of certain obscure diseases of the eye, and tuber- 
culosis of the eye is more prevalent here than we 
have been inclined to consider it in the past. I 
joined with many of my confréres in believing 
that we were free of it in this section of the coun- 
try, but this concession on my part was made in 
deference to local authorities, though contrary 
to my former repeated contention of its actual 
existence. We must recognize that this disease 
has always existed and that we were simply un- 
able to accept its existence because we limited our 
clinical evidence to laboratory findings. 

It must be fundamentally recognized that no 
disease of the eye exists without cause. Uveititis 
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is not an isolated entity, nor the supposed essen- 
tial atrophy of iris or a proliferating retinitis. 
Tuberculosis as a possible cause is not tu be ques- 
tioned and we should abandon the method of 
teaching that they are pathological conditions per 
se. As to location, it is probably more common 
in the retina than is generally recognized; cer- 
tainly we have tuberculosis of the optic nerve or 
its sheaths. Drusen of the optic nerve, I have al- 
ways considered as being probably tubercular and 
in many instances the so-called senile cataracts 
may be attributed to tuberculosis. We have 
taught particularly in this city that acute iritis 
was always a manifestation of syphilis but today 
we know differently and that focal lesions may 
produce it and that one of the causes is tuber- 
culosis. Tuberculosis as an etiological factor in 
eye pathology has had a rocky road to recognition 
in this section of the country and Dr. Buffington 
has done himself credit in bringing sufficient evi- 
dence to overcome an environmental opposition 
but he stresses that the pendulum must not swing 
too far in this direction. I wish he had stressed 
that we carry on an educational campaign with 
the internists in enlightening them that tuber- 
culosis of the eye may exist wherein they are 
unable to recognize its existence in other parts 
of the body without a thoroughness of examina- 
tion that means perfection. 





LIPIODOL IN OTOLARYNGOLOGY.* 
F. E. LE JEUNE, M. D., 


NEW ORLEANS. 


In the study of the many problems with 
which we are daily assailed in the realm o* 
otolaryngology, few are more baffling than 
those which deal with bronchial or sinus 
conditions. Necessity for accuracy in diag- 
nosis becomes a question of paramount 
importance. 


The progressive development of roent- 
genology has proved one of the greatest 
factors in the advancement of accuracy in 
the field of otolaryngology. The introduc- 
tion of the opaque oils has served to in- 
crease this accuracy. Jackson in 1918 was 
successful in mapping out the bronchial 
tree by using bismuth subcarbonate powder. 
Shortly afterward Lynah outlined abscess 
cavities by using a preparation of bismuth 





*Read before the Mississippi State Medical 
Association, May 9, 1928. 
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in oil. While both these methods proved 
valuable they never gained the popularity 
deserved, and it remained for Fores- 
tier and Sicard in 1922 to present their 
work on localization of spinal cord tumors 
by means of lipiodal. The field of possi- 
bilities in the use of this opaque oil was 
immediately recognized and to the laryn- 
gologist and rhinologist it has proved 
invaluable as an aid to more accurate 
diagnosis. This is particularly true in those 
border line cases in which all clinical find- 
ings are absent or so mild that experience 
teaches reliance must be placed upon the 
interpretation of the shadows produced by 
the opaque oils. 


Lipiodol is an amber colored oil which 
contains 40 per cent iodine in combinatiov 
with the poppy seed oil. The high per- 
centage of iodine explains the wonderful 
opacity to the roentgen ray, and its great 
value lies in the fact that it is perfectly 
innocuous. It is antiseptic and does not 
need sterilization before injection. 


The introduction of the opaque oils, the 
simplicity of the technic and the accu- 
racy obtained in the visualization of the 
bronchial tree and sinuses, both in normal 
and pathological conditions has convinced 
us of its value in this particular field of 
work. Of the several methods of introduc- 
ing the iodized oils into the bronchial tree, 
we believe the bronchoscopic method is the 
method “par excellence” and should be used 
whenever possible. It consists of perform- 
ing a simple bronchoscopy with a subsequent 
direct examination of the bronchi. It pre- 
sents the opportunity of aspirating a cavity 
prior to introducing the oil into the segment 
of lung desired. The accuracy of this tech- 
nic and the value of a visual examination 
cannot be surpassed by any other method. 
Frequently lipiodal is introduced into the 
trachea by means of a needle puncture in 
the mid-line of the neck between the thyrvid 
and cricoid cartilages. This method is use- 
ful particularly in children and in those 
patients who have unusually sensitive 
throats. The injecting of lipiodol by 


in Otolaryngology 


means of a laryngeal syringe and canula 
directly into the trachea by way of the 
pharynx and larynx has proved very suc- 
cessful and practical to us in our routine 
cases. The ease and simiplicity of the pro- 
cedure usually makes this the method of 
choice. In addition to the above, Iglauer 
advocates the use of a specially de- 
signed intubation tube, containing a canula 
through which lipiodal is deposited into 
trachea. With complete cocainization of 
the hypo-pharnyx it is claimed that deglu- 
tition is impossible and that liquids taken 
by mouth will flow into the trachea. We 
have never used this method and therefore 
cannot do more than mention it. 


We are well aware that a cough reflex 
follows the introduction of any foreign sub- 
stance in the bronchial tree. It becomes 
necessary therefore to suppress this cough 
reflex if the introduction of the lipiodal is 
to be successful. This is accomplished by 
injecting 3 or 4 c. c. of a 2 per cent solu- 
tion of novocaine directly into the trachea. 
Two other important factors are the warm- 
ing of the lipiodal to increase its viscosity 
and the position of the patient. Bearing 
in mind the anatomical structure of the 
bronchial tree the patient is placed in such 
a position as to make the segment injected 
the most dependent. In all but the bron- 
choscopic cases, gravity determines the 
flow of the solution into the desired lung. 
The value of the procedure outlined lies in 
the correct interpretation of the shadows 
produced by the iodized oils in the bron- 
chial tree. We are aware of the difficulty 
experienced in establishing a diagnosis of 
bronchiectasis even by the roentgen-ray. 
The advent of lipiodal has converted this 
difficult problem into one of ease and ac- 
curacy. Ballon and Ballon have present- 
ed us with an excellent and interesting clas- 
sification of bronchiectasis based on results 
obtained with the iodized oils. 


In lung abscesses the accurate outlining 
of the cavity is not only of some help to the 
thoracic surgeon but repeated injections at 
intervals aids the bronchoscopist to deter-— 
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mine the healing rate of the cavity. The 
therapeutic value of lipiodal in lung ab- 
scesses is questioned, but the cases coming 
under our observation seemed to improve 
more readily when lipiodal was used. De- 
viations and displacements of the trachea 
as well as bronchial fistulas are clearly out- 
lined and recently lipiodal has been used 
to outline non-opaque foreign bodies. 

For obvious reasons we believe that 
pneumography should be performed by one 
skilled in the use of the bronchoscope or 
the laryngeal mirror plus the laryngeal 
syringe and canula. Properly performed 
the introduction of lipiodal is easy and 
without risk to the patient and the end 
results constitute an appreciable advance 
in the study of the respiratory apparatus. 

The value of lipiodal is not only confined 
to the bronchial tree. It is of equal im- 
portance to the rhinologist in solving the 
many obscure problems arising from par- 
anasal sinus infections. Thorough investi- 
gation of suspected sinusitis is never com- 
plete without roentgenographic study of 
these sinuses. Frequently the status of 
the infected sinus can be accurately deter- 
mined by the appearance of the roenten- 
ogram. It is generally understood that the 
relative density in the roentgenograms is 
proportionate to the amount of pathology 
present in the sinuses. Mild infections are 
characterized by moderate haziness while 
denser shadows determine the presence of 
thickened membrane, probably muco-per- 
iosteal changes of varying degrees and neo- 
plasms. While the roentgen-ray presents 
us with invaluable information, it does not 
always give us a true interpretation of the 
amount of pathology present. Chronic in- 
fections with a dense fibrosis or periosteal 
changes often produce marked clouding 
which is difficult to distinguish from an 
active empyema without taking into con- 
sideration the clinical symptoms. The 
amount of this involvement cannot be de- 
termined except by injecting with an 
opaque substance and with subsequent vis- 
ualization we are astounded with the 
amount of pathology present. 
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All attempts at injecting the maxillary 
antrum are directed to the normal opening. 
If an empyema is present the pus is first 
washed out and the lipiodal introduced un- 
til the overflow warns us the cavity is filled. 
The patient’s head is inclined laterally and 
we believe it is highly important that the 
antrum be filled completely. The result- 
ing radiographs are closely observed for 
any filling defects. The anterio-posterior 
and lateral views are requested. The nor- 
mal pictures will show the lipiodal in close 
contact with the bony outline of the an- 
trum. Any increase in the distance be- 
tween the bony outline of the cavity and 
the lipiodal signifies a thickening of the 
lining membrane, which of course is a pa- 
thological condition. This thickening may 
vary from a few millimeters to practically 
a complete obstruction of the antrum. We 
have had several cases in which irrigations 
and transillumination proved negative and 
roentgen-ray merely demonstrated a mild 
degree of density. Injection of lipiodal dis- 
closed the astounding fact that it contained 
an unusual amount of pathology. 

We occasionally experience some difficul- 
ty in determining whether or not the sphe- 
noidal sinus has been opened. Lipiodal in- 
jection of the suspected cavity has in sev- 
eral cases clearly demonstrated the opaque 
material to lie outside of the sphenoidal 
cavity, probably in a large posterior eth- 
moidal cell overlying the sphenoid anterior- 
ly and laterally. In conversation with a 
radiologist in one of our large institutions. 
surprise was expressed at the number of 
opaque injections coming under his obser- 
vation following sphenoidectomy in which 
this cavity had not been touched. 

Direct injection of the sphenoids has been 
of great value in determining the pathology 
and size of the sinus. We occasionally find 
a cavity with an unusual lateral extension 
and also extending beyond the median line. 
In these we usually find the sphenoid on 
the opposite side correspondingly smaller. 
Due care must be exercised in the introduc- 
tion of the opaque oils into the sphenoidal 
sinus. Particularly is this true if the nor- 
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mal ostia is hard to locate. The possibil- 
ity of puncturing the cribiform plate and 
introducing the oil into the meninges must 
be constantly kept in mind. 


The determination of pathological con- 
ditions within the sphenoid and ethmoidal 
sinuses has been made more accurate by 
the use of opaque oils in the study of the 
function of these sinuses by the displace 
ment method of Proetz. Repeated radio- 
graphs taken at intervals demonstrate the 
emptying rate of these sinuses and the di- 
agnosis is established by a study of the 
rapidity or sluggishness of this emptying 
time The addition of cinnamon oil or one 
of the dyes to the iodized oil has proved 
of value to us in the displacement study of 
the ethmoidal labyrinth. The patient is 
able to inform us how long he is conscious 
of the odor of the oil, or by examination we 
can determine from the appearance of the 
nasal mucosa whether or not the labyrinth 
has rid itself of the colored oil. 


Our attempts at injecting the frontal si- 
nus has not proved very satisfactory. In 
the cases injected we were unable to gather 
any additional information to that which 
we possessed from previous radiographs 
Stenson’s duct was injected in several cases 
and the presence of calculi and stenosis 
were determined. 


The unanimous opinion expressed by all 
writers is that the use of lipiodal is con- 
traindicated in the bronchial tree in cases 
ot active pulmonary tuberculosis. With 
this in mind Iglauer and Kuhn have intro- 
duced brominized oil for use in tubercular 
conditions of the lungs. Patients are warn- 
ed to refrain from swallowing lipiodal 
either at the time of introduction or when 
coughing up the injected oil. While innocu- 
ous within the bronchial tree and nasal cav- 
ities, lipiodal produces some degree of 
1odism when taken into the stomach. 


The innocuousness of the oil, the facility 
of technic and accuracy of diagnosis in 
certain obscure conditions, the relief and 
comfort presented the patient as a result 
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of the diagnosis, establishes to us the value 
of lipiodal in the field of otolaryngology. 
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DISCUSSION. 

Dr. Gaudet (Meridian, Miss.): I won’t attempt 
to get up to discuss this paper since I don’t have 
vecasion to do very much sinus outlining. I have 
been personally to Chicago and seen this work. I 
also know of the Pretz method, he is a great ad- 
vocate of the vacuum method. 


He has developed a wonderful technic in doing 
that work. 


Lipiodol is useful because it helps us do better 
work. It shows us errors we make in diagnoses in 
sinus work. 


If we inject lipiodol after operative cases it 
shows us if we leave the work incomplete. I had 
hoped to go to St. Louis and see Dr. Pretz. 


If lipiodol is put in the maxillary antrum we 
discover cystic degeneration, and see how to cure 
chronic condition of antrum. 


I feel that Dr. Lejeune has brought us some 
valuable information in regard to lipiodwt. 


Dr. ? (Meridian, Miss.): Mr. 
Chairman: I have enjoyed Dr. LeJeune’s paper 
very much in which he showed the value of lin- 
iodol from a diagnostic standpoint, but not for 
its curative value. 


We diluted lipiodol and outlined the sinus. 

Lipiodol is an expensive preparation and it is 
well to dilute. Long injection of forty ccs. can be 
used with no bad results in cases of questionable 
methods and long standing, but not questionable 
cases when we find no mastoid infection, some- 
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time we are justified in the suffering of the pa- 
tient to use lipiodol. 


Recently in a personal talk, Dr. Pretz of the 
Radiological Society of Missouri talked at length 
of placing a patient in a reclining position with tip 
of chin lifted, and introducing four or five ccs. 
of lipiodol in the nasal cavity for successive peri- 
ods until the sinuses were involved. We inject each 
cell, and so far found it possible to inject with 
Pretz method only. We find it best to do injec- 
tion directly. 


I think it is well to mention lipiodol for its 
therapeutic effect. I feel that lipiodol is benefical 
in abscess cases and bronchi cases which have 
upon injection shown marked improvement. 


I have used 40 per cent iodine with lipiodol be- 
fore operation. Of course we have to have a 
knowledge of the type of shadow cast. 


Dr. Williams (Meridian, Miss.): I think we 
are indebted to Dr. LeJeune for bringing this sub- 
ject before the convention. I consider it a val- 
uable aid in diagnosis in many cases, but very lit- 
tle value in acute cases. My experience has been 
with sinuses. 


In one particular I didn’t think much of the 
technic. If he diluted lipiodol he didn’t mention 
the fact. I think it is generally advisable to use 
1 part lipiodol to two parts olive oil. It is not 
necessary to sterilize. Use 10 ce as the normal 
sinus will take 10 cs. to fill unless there is a small 
antrum which can be judged by roentgen-ray 
beforehand. 


The natural opening is the best place to put it, 
but it is perfectly safe to use the trocar. Use very 
small instrument with a blunt point, but if you 
can’t find the natural opening it is very easy to 
make opening in the middle mealus. Dr. LeJeune 
when he can’t find the natural opening makes a 
small opening with a sharp instrument near the 
region of the natural opening, but it is hardly 
necessary to use where lipiodol can be put in the 
nose, which can be done in practically all cases 
but frontal sinus infection. 


Sometimes a molar has been extracted. A large 
number of cases have no infection, but pain caused 
by an abscessed tooth which has been extracted. 
in a week the patient will come in again. Exam- 
ination and roentgen-ray shows very little inflam- 
mation; positive by injection of lipiodol in en- 
largement and cases of thickness of the mem- 
brane of the floor. 


You come to make real investigation, and find 
a case of a small abscess which is completely 
blocked off, creeping out chronic around the tooth 
The most frequent symptoms in my experience 


is sneezing and nasal dripping. Very often we 
find a large cystic degeneration of larynx. 


The injection of lipiodol in the sphenoid sinus 
is injurious, and one to regard as dangerous, and 
cause instant concern. 


My experience has been limited, but it is one 
of the best means we have to get at chronic low- 
grade infections, and where it is hard to con- 
vince a patient that an operation 1s necessary on 
maxillary sinus. 


I think lipiodol is to be used more in the sur- 
gical cases for when we can show a picture it is 
never difficult to get a patient to consent to an 
operation. 





ENDOCARDITIS.* 
Cc. L. SIMMONS, M. D. 
HAZLEHURST, MIss. 


Endocarditis is an inflammation of the 
endothelium of the heart cavities and par- 
ticularly of the valves. This term is fre- 
quently mis-applied, Acute endocarditis 
can probably not occur without some myo- 
carditis, and myocarditis probably does 
not occur without some endocardial dis- 
turbance, and perhaps some pericardial ir- 
ritation. This is especially true in endo- 
carditis that occurs during any acute in- 
fection. The greater the amount of myo- 
carditis, the more doubtful is the heart 
strength in the near future. The greater 
the amount of endocarditis, the greater 
the doubt of freedom from future prema- 
nent valvular lesions. 


Endocarditis may be divided into acute, 
septic and chronic. To go into the full de- 
tails of each classification would require 
a book; therefore I shall only touch lightly 
on each class. 


It is often difficult to decide when acute 
endocarditis has developed, but with the 
knowledge that the endocardium often be- 
comes inflamed during almost any of the 
acute infections, the physician should re- 


*Read by title only before the Section on 
Medicine, at the Sixty-second Annual Session of 
the Mississippi State Medical Association, Gulf- 
port, May 14, 1929. 
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peatedly examine the heart for murmurs 
and other evidences of endocarditis. It 
has been shown positively that acute endo- 
carditis is due to micro-organisms, gener- 
ally streptococci, staphylococci and, more 
frequently than once believed, gonoccocci. 
The most frequent causes are acute rheu- 
matic fever, diphtheria, pneumonia, cere- 
bro-spinal meningitis, scarlet fever and ty- 
phoid fever. We should always be on the 
alert for bad teeth and bad tonsils. 
fluenze is responsible for a number of our 


In- 


heart infections. 


It may be noticed by the above classifi- 
cation that the terms acute and septic en- 
docarditis are used. It is to convey the 
fact that there may be no etiologic distinc- 
tion between the two forms, and it is im- 
possible to decide clinically in the begin- 
ning of the disease. In other words, the 
in the two 
cases is really one of degree, and the clas- 
sification is made to coincide with this 
probable fact. 


difference in inflammation 


Chronic endocarditis with permanent 
lesions of the valves may become an acute 
inflammation with an infectious provoca- 
tion. 


It has been shown that even in a few 
hours after endocarditis has started little 
vegetations composed of fibrin, white blood 
cells and platelets may develop. Some of 
these may have small pedicles and are like- 
ly to become loosened and fly off into the 
blood stream. These vegetations are more 
likely to be on the left side of the heart. 
Therefore, the consequence is a more fre- 


SIMMON.—Endocarditis 


quent permanent disability of the valves 
of the left side of the heart and the mitral 
valve is the most frequently involved. 


Repeated careful examinations of the 
heart during acute infections will general- 
ly show signs of endocarditis if it is pres- 
ent. On the other hand it may be so in- 
sidious as not to be noted until valvular 
lesions occur. In rheumatism there is a 
slight rise in temperature and there is also 
discomfort in the region of the heart ac- 
companied by slight dyspnea. Real pain is 
seldom present unless the pericardium is 
affected. If the myocardium is much in- 
flamed at the same time, the heart becomes 
more rapid and the blood tension lowered. 
The apex beat diminishes in intensity and 
perhaps is not palpable. 


The pain is often referred to the epigas- 
trium, especially in children. The patient 
is often nervous, restless and sleepless. In 
simple endocarditis emboli rarely occur. If 
they do of course the signs will be in the 
part where the infarct occurs. If there is 
a diastolic murmur, there can be no ques- 
tion of serious endocarditis having occur- 
red. 


On account of my limited time I shall not 
take up symptomatology and treatment of 
endocarditis. I shall say that we should 
never wait for a murmur to make a diag- 
nosis of endocarditis. The clinical record 
of the patient when properly taken, is fre- 
quently worth more than a physical exam- 
ination. As to treatment, it is useless to 
say all foci of infection should be removed 
when possible and the patient treated in a 
symptomatic manner. 








CASE REPORTS AND CLINICAL SUGGESTIONS 


VACCINA INFECTED TATTOO. 


CASE REPORT. 
A. G. WILDE, M. D., 


JACKSON, MIss. 


Punctuated throughout that twilight zone 
which is liable to surround haunts of 
soldiers and sailors, are small booths pur- 
veying an article of ancient, but hardly 
distinguished lineage—the tattoo. Seldom 
is the pigment manipulator long in one 
locality, as the nature of his calling soon 
exhausts the available patrons. Also, when 
the flare-back of his aseptic sins becomes 
too pressing, he moves on to newer and 
less cognizant fields. 


As side issues, he at times adds other 
lines, as profitable as they are illicit, e. g., 
he operates a cache for stolen goods, he 
becomes middle-man for “dope-rings,” or 
acts as agent for various brothels that 
allow a “rake-off” from such customers as 
he succeeds in steering their way. His 
necturnal hours and the nature of his clien- 
tele render the last not unusually difficult, 
so many of his prospects being in an evan- 
escent period of currency and spirituous 
elation. 


Seldom is any approximately normal and 
mentally matured man tattooed while he is 
strictly sober. Almost without exception 
the so-called artistry is thenceforth a 
source of mortification. While he may 
have given a half-month’s pay to have it 
put on, he will usually within a few days, 
offer several months pay to have it taken 
off. It is also noted that the advent of an 
older soldier or sailor, already well illus- 
trated, is liable to engender something of 
an epidemic of tattooing among the younger 


and more easily influenced members of his 
organization. 


Tattooing is one of the most ancient 
and primitive attempts at self-adornment, 
although among semi-civilized peoples it 
may also have a religious significance, be 
an indication of caste or personal attain- 
ments, or even be credited with therapeutic 
virtues. 


As the majority of tattoo “artists” lack 
with the 
elements of sterility, all manner of acci- 
dental contamination is liable. Cellulitis in 
varying degree is always produced, while 


even a bowing acquaintance 


lymphangitis, erysipelas, chancroid, teta- 
nus, tuberculosis, and syphilis, have been 
reported. A recent tattoo is easily recog- 
raised and 
roughened, frequently hot and tender, and 
from two to four weeks must elapse before 


nized on account of being 


the area returns to approximately normal. 


Removal of a tattoo is always difficult, 
as the needles penetrate the true skin de- 
positing the pigment throughout its depth, 
and well into the subcutaneous tissue. 
Examination of a section shows these par- 
ticles to be surprisingly large, and they 
may also be found in the adjacent lymph- 
glands. 


Usually complete excision is the only ef- 
fective method of eradication, and result- 
ing extensive defects must be repaired by 
grafting. If attempts are made to cover 
large portions of a limb with sliding 
grafts, the resulting constriction across the 
long axis may be sufficient to produce 
peripheral edema. Davis sums this up well 
in his “Plastic Surgery” :— 


“The only way to dispose of tattoed skin 
is to excise the area. For small areas the 
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excision may be done at one time with im- 
mediate suture; for the large, partial grad- 
ual excision with suture each time should 
be employed. A large area may be com- 
pletely excised, and after the edges have 
been drawn in as much as possible, the de- 
fect may be grafted. Unless the full thick- 
ness of skin is removed, the pigment can- 
not be entirely eliminated.” 


A non-surgical procedure that is some- 
times efficacious is the production of a 
superficial scar to replace the pigment 
bearing skin, by means of chemical action. 
Many irritants have been suggested for 
this purpose, e. g., chromic acid, carbolic 
acid, acetic acid, tincture of cantharides, 
potassium nitrate, etc. The best known 
and probably the most effective is that of 
Variot, and which was again described by 
Shie in the Journal of the American Medi- 
cal Assn. Jan. 14, 1928. 


The area to be removed is covered with 


a concentrated aqueous solution of tannic 
acid, which is then well tattoed into the 


skin. The needles must actually penetrate 
through a layer of the solution, and carry 
it physically into the substance of the co- 
rium. A silver nitrate stick is then rubbed 
in vigorously, and allowed to act until the 
surface becomes black from the action of 
the silver tannate. The fingers of the ope- 
rator must be protected by rubber gloves. 


Within a few days a slight inflamatory 
reaction sets in, and a closely adherent 
crust forms. After two weeks this crust 
comes off spontaneously, the corium and 
epidermis underneath having regenerated, 
and the area is found to be covered with a 
superficial pink cicatrix, which gradually 
becomes of normal color. 


The following case is of some interest 
on account of the unusual form of accident- 


Case Reports and Clinical Suggestions. 


al contamination, and for which, strange 
as it may seem, the tattoo “artist” was not 
responsible. 


Pvt. 1st Class L. E. G. Service Battery, 15th 
Field Artillery, aged 23 years, was tattooed in 
San Antonio, Texas, March 1, 1929, and what 
purported to be an allegorical ensemble placed 
upon his left upper arm. This consisted of a 
scantily bedecked, but liberally bepainted female, 
enwreathed in dice, cards, guns, knives, and bot- 
tles, the whole bearing the caption “Man’s Ruin.” 


This went through the usual phases of 
a recent tattoo, and for a few days the en- 
tire upper arm was quite tender and swol- 
len. Three weeks later, when this reaction 
had apparently subsided, he was vaccnated 
near its upper edge. Three days there- 
after, “blisters” appeared in that portion 
of the tattoo adjacent the vaccination, 
thence spreading rapidly until both the lady 
and her halo were completely submerged 
beneath a flood of vesication, and reduced to 
an indistinguishable blob. 


The entire area then went through the 
customary ‘phases of an orthodox vacci- 
nation, although on a scale usually associat- 
ed only with the calf in the laboratory. It 
finally subsided into a roughly quadrilat- 
eral area, five by eight centimeters in di- 
ameter, and covered by a dark brown, ad- 
herent and deeply wrinkled crust, resemb- 
ling that which forms on a can of dried var- 
nish. No treatment beyond mechanical 
protection was attempted. 


During the second week this peeled off 
almost whole, leaving a thin pink cicatrix 
beneath, but both the lady and her satel- 
lites were found to have passed into his- 
tory. If the supposition is true that the re- 
sulting immunity is proportional to the 
area. covered by the vaccination, that of 
this soldier should be wondrously effec- 
tive. 





ff 
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THE NEW PRESIDENT OF THE 
AMERICAN COLLEGE OF SURGEONS. 

One of the best known surgeons in the 
City of New Orleans has just been honored 
by election to the office of President of the 
American College of Surgeons. Dr. C. Jeff 
Miller, ucon whom the College has seen fit 
to bestow its greatest honor, has practiced 
for many vears in this City. He has made 
a reputation for himself second to none 
as a surgeon of exceptional merit, a teacher 
of renown and distinction, and an earnest 


and wholehearted participant in the activ- 
ities of the medical profession. The Jour- 
nal extends its heartiest congratulations 
to Dr. Miller, and feels that in his election 


that not only has a charming and distin- 
guished southerner been honored, but that 
also the high standing of the medical pro- 
fession of the South has been recognized 
and the city and state in which he resides 
will shine in the reflected glory of this 
election. New Orleans and Dr. Miller are 
doubly complimented because, at times 
these elections, to a certain extent at least, 
depend upon geographical availability, and 
it was only several years ago that our Dr. 
Rudolph Matas was similarly honored. De- 
spite this fact, the distinction of heading 
a great surgical society was conferred upon 
this able representative of the New Orleans 
and Louisiana profession, Dr. Miller. 





DR. MARVIN CAPPEL. 

A shocking tragedy occurred in Alexan- 
dria the second week of November. Dr. 
Marvin Cappel was shot and killed by an 
The death of this well known 
Alexandria physician removes from the 
ranks of the Louisiana State Medical 
Society one of its most energetic, active and 
valuable members. Dr. Cappel was at the 
time of his death Chairman of the Section 
on Public Health and Sanitation. He was 
very much interested in the subject of pub- 
lic health and had under way active plans 
for a most interesting program for his sec- 
tion at the next annual meeting of the State 
Society. The Journal appreciates that all 
of the members of the Louisiana State 
Medical Society join with it in expressing 
heart-felt condolence to the immediate 
family of this loved physician. 


insane man. 


The killing of Dr. Cappel in another 
added to the fairly long list of murdered 
doctors that have occurred in this country 
in the past few years as a result of delu- 
sions of insane individuals regarding their 
treatment by physicians. It is one of the 
risks apparently that all physicians must 
take in the practice of their profession. 
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ANTIRABIC VACCINATION. 

Dr. D’Aunoy* reports from the labora- 
tories of the Charity Hospital the results 
of eighteen years antirabic prophylactic 
treatment. The vaccine was _ prepared 
along the lines suggested by Harris, sub- 
ject te some slight modification in the tech- 
nic. It is not necessary to go into the exact 
method of preparation of the desiccated 
virus, suffice it to say that when the 
preparation is complete the dosage is based 
upon a unit which consists of a minimal 
infective dose to an experimental rabbit. 
There are given 250 of these units as an 
initial dose, and the quantity is doubled 
until the maximum of 2,000 is reached. In 
the average case eleven treatments with 
17,750 units is administered. 

During the past fourteen years 5,125 pa- 
tients have been treated. This is the in- 
teresting feature of the report, that despite 
the large number of prophylactic vaccines 
given, the results have been so splendid. In- 
cidentally, it may be mentioned that 2,380 
followed injuries of animals that were 
proven to be rabid. In only five cases was 
there non-protection following complete 
treatment; in only three cases treatment 
paralysis developed, and in one of these the 
patient died. This is a magnificent record 
of protective treatment of disease which 
in a goodly number of cases at least, would 
have proven fatal had it not been for the 
protection afforded by properly adminis- 
tered desiccated virus. 





THE CALENDAR. 

It is the purpose of the Journal to pub- 
lish each month a calendar of the regularly 
scheduled medical meetings that will take 
place in New Orleans the month in which 
the Journal appears. It is believed that 
this calendar will have a double purpose; 
first, putting before the eyes of the New 
Orleans doctors in definite form the dates 
of these meetings which they should at- 
tend or would like to attend; secondly, it is 
*D’Aunoy, Rigney: Antirabic Vaccination by 


Means of Desiccated Virus. Am, J. Public Health, 
29:986, 1929. 
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sincerely hoped that the physicians of Lou- 
isiana and Mississippi or other states visit- 
ing in New Orleans will take advantage of 
their knowledge concerning the meetings 
that are being held, and should they so de- 
sire take the opportunity of attending them. 
There is always difficulty for a visiting 
doctor to find out what is going on in the 
medical world in the City at a given time. 
The calendar may supply this want in part. 
Most of these meetings are open meetings 
and visitors are welcome to them. 

The Editor would ask Secretaries of Hos- 
pital Staffs, Medical Societies, and so on, 
to notify the office of any change that will 
take place in their calendar for the coming 
month. Any special meetings that are to 
be held should always go into this calendar, 
and information concerning them is re- 
quested. 





ON HEALTH WEEK. 

“Recurrent, thorough and repeated phys- 
ical examinations if made for a large part 
of our population will be more effective than 
any other similar measure of which I have 
knowledge in the promotion and mainte- 
nance of physical and mental well-being.” 
Thus writes Dr. Ray Lyman Wilbur to the 
Five Counties Medical Society of New York, 
which is participating in a health campaign. 
The health week which will be held in New 
Orleans December 2-7 is similar to the one 
which is being conducted in New York 
and about which Dr. Wilbur writes; but 
whereas this is the first of such campaigns 
in New York City, New Orleans is under- 
taking its third annual one this month. As 
far’ as we know this city was the first to 
institute a health week. The two that have 
been given in the past have undoubtedly 
done much to stimulate public .interest in 
health. The immediate results may not be 
obvious but undoubtedly persistency and 
pertinacity in purpose accomplishes much. 
The population is having impressed upon 
them the importance of personal health ex- 
aminations. Efforts should not be relaxed 
and these campaigns should be conducted 
yearly, regularly and systematically. 
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HOSPITAL STAFF 


PROCEEDINGS HOTEL DIEU STAFF 
MEETING. 


October 21, 1929. 


The monthly meeting of the Hotel Dieu Staff 
was called to order at 8 P. M. by Dr. J. T. Nix, 
Chairman, Dr. Lucien A. LeDoux, Secretary, at 
y desk. 

The roll call was taken by the Secretary and 
over three-fourths of the staff membership were 
present. Membership of the LaFourche Valley 
Medical Society were the honored guest of the 
evening. 

SCIENTIFIC PROGRAM. 

Dr. Homer Dupuy presented a case of “voice 
without a larynx,” and showed the patient, who 
had had the larynx removed about a year ago; 
since that time he has been able to develop voice 
sounds and pitch to an extent unusual in this 


type of case. 


Dr. Dupuy also reviewed his personal experi- 
ences with ten cases of deep cervical abscesses 
with one death in this series. He illustrated his 
talk with anatomical charts and discussed very 
fully the diagnosis and his method of surgical 
approach in these cases. 


Both presentations were discussed by doctors 
Val Fuchs, M. Meyer, Jules Dupuy, H. Dansereau 
and M. Couret. 


Dr. H. T. Simon gave a very interesting presen- 
tation on the subject of surgical treatment fol- 
lowing infantile paralysis illustrated with motion 
pictures. Doctors Jerome Landry, M. J. Gelpi, 
0. C. Cassegrain and M. O. Miller discussed the 
subject. 


The Committee on Records presented an ab- 
stract of a very interesting case of estivo- 
autumnal malaria. This case was discussed by 
Drs. Philip Dansereau, J. E. Landry, P. Gelpi 
and M. Couret. 


Under reports the one of the Secretary revealed 
an increase in the number of consultations and 
autopsies held during the past month as compared 
to the same time last year. 


Dr. H. T. Simon, Chairman of the Committee 
on Records, reviewed very thoroughly the subject 
“progress notes” and reported the records of the 
hospital as being very carefully kept up. 


There being no further business, on motion, 
duly seconded, the meeting adjourned. 


LUCIEN A. LEDOUX, M. D. 





TRANSACTIONS 


McCOMB INFIRMARY STAFF MEETING. 


. 


October 17, 1929. 


Abstract—Ruptured Spleen. Dr. E. R. Gordon. 


Patient—N. C. M., female, aged 12 years, was 
P. M. on May 20, 
1929, for roentgen-ray study of the right wrist, 
the mother thinking she had received an injury 
by a fall of 12 feet from a tree. Examination 
revealed no fracture of bones, but severe pain in 
the abdomen, with some rigidity; pulse, 72; respir- 
ation, normal. The severity of the pain gave 
symptoms of internal injuries. Total leukocyte 
count at 4 P. M. was 17,500; hemoglobin, low. No 
blood found in the urine. An exploratory opera- 
tion was determined upon. Median incision was 
made. Abdomen was full of blood, but no injury 
to the intestines which was first suspected, could 
be found. On enlarging the incision, the spleen 
was shown almost entirely torn loose from its 
attachment and bleeding profusely. Hemorrhage 
arrested; spleen removed. While patient 
suffered a great deal from shock, she made an 
uneventful recovery. When last seen she showed 
no ill effects whatsoever from the removal of the 
spleen and from the operation. 


brought to the infirmary at 2 


was 


Abstract—Ruptured Spleen. Dr. E. R. Gordon 


and Dr. D. T. Brock. 


Patient—Mr. H. Q., white, male, aged 37 years, 
farmer, was suffering from severe pain in the 
left side. Subsequent examinations showed frac- 
ture of the seventh and eighth ribs. There was a 
history of having been kicked by a mule at the 
site of pain; patient had afterward walked a mile 
to his home. At 10:30 A. M. a total leukocyte 
count was 23,000; condition of shock more marked; 
pulse more rapid. An exploratory operation was 
determined upon and performed without delay. 
Incision was made for a special examination of 
the spleen, which was found to be ruptured. 
Spleen was removed and wound closed without 
drainage. Patient made a slow recovery but when 
last examined was able to do light work. 


Abstract—Ruptured Spleen. Dr. E. R. Gordon 


and Dr. S. Paul Klotz. 


Patient—Mr. L. G. M., aged 45 years, white 
farmer, was admitted to the hospital at 1 P. M. 
on June 30, 1929. He had been injured in a car 
wreck by the steering wheel and was brought to 
the hospital one hour after injury. There was 
severe pain in the abdomen; pulse, 70; evidence 
of internal injuries, verified by a leukocyte count 
of 23,500. Diagnosis of ruptured spleen was made 
and immediate operation was determined upon. 
At operation, spleen was found ruptured and was 
removed. Patient suffered no shock and very 
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little more inconvenience than from an ordinary 
laparotomy. Apparently complete recovery. 


Abstract—Osteomyelitis of Fibula. 
Klotz. 


Dr. S. Paul 


Patient—F. J., aged 4 years, was admitted 
August 25, 1929. He had been treated for osteo- 
myelitis. Leukocyte count was high and there 
were signs of pus formation. Roentgen-ray ex- 
aminations showed a large sequestrum of bone 
apparently being separated from the fibula. Free 
incision failed to relieve the condition, and an 
amputation was necessary. Patient made a com- 
plete recovery. 


The discussion of the first three cases brought 
out the fact that a complete leukocyte count 
should be done when there are symptoms of in- 
ternal injuries and prompt operation performed, 
instead of making reports to friends and relatives 
that if they have no internal injuries they would 
get well. The fourth case was discussed by Dr. 
Klotz because of the remarkable way in which 
nature was taking care of the diseased bone. 


CHARITY HOSPITAL MEDICAL STAFF 
MEETING, OCTOBER 22, 1929 


At the first meeting of the Medical Section, 
Dr. J. H. Musser led a discussion concerning 
efforts being made to substitute quarterly staff 
meetings for the usual monthly meetings because 
of the great number of meetings necessary for 
staff members to attend. Dr. Chaille Jamison 
reported that a committee had referred the matter 
to the American College of Surgeons for their 
approval, and that no action had yet been taken. 
Finally a motion was made and carried for the 
suggestion as to quarterly clinical meetings with 
monthly lunch meetings to be submitted to the 
Hospital Board for their approval. 


Dr. M. M. Wintrobe presented the first case. A 
white male, aged 52 years, complaining of weak- 
ness, had been in poor health for the past year. 
His skin was yellow and he complained of being 
nauseated. He gave a history of having passed 
a large quantity of bloody tarry material per 
rectum following a purgative, and had been in 
bed for three months following this. He also 
complained of some pain and tingling in his lower 
extremities and urinary frequency. Physical ex- 
amination showed a thin, weak, sallow individual. 
There was a mild retinitis. No cardiac enlarge- 
ment. Blood pressure 125/85. Abdomen was 
tense with a palpable tumor mass in the left 
hypochondrium, probably the spleen. The liver 
was not palpable. Reflexes were exaggerated. 
The blood count showed 4,750,000 erythrocytes 
and 48 per cent hemoglobin, with achromia, anis- 
ocytosis, poikilocytosis, 2 nucleated cells, reticu- 
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locytes. Leukocytes 52,000, 85 per cent neutp| 
phils, 3 per cent myelocytes. The icteric indy 
was 9, and the van den Bergh was negative, } 
S. P. 35 per cent, Wassermann negative. Gastr); 
analysis showed free HCl 34, total 67. Fragilj 
42 to 30. The roentgen-ray examination yw 
negative except for a large spleen and a su 
tion of some questionable lymphatic enlargemen 
in the mediastinum. The case was presented fy 
diagnosis with the suggested possibility of it bei 
an early case of myelogenous leukemia. In di 
cussing the case Dr. Jamison recalled a simil, 
case in his experience which had not come t 
autopsy. He thought, however, that the condi. 
tion was not a leukemia. 












Dr. Chaille Jamison presented the second cage, 
a colored female who had been in the hospital 
for one year with tuberculosis. Only one lun 
was involved. Pneumothorax had been tried but 
had failed. Following this a phrenicoexoresis hai 
been done with satisfactory results. The second 
case, a colored female with tuberculosis, had had 
2 pneumothorax on the left side with good results, 
This patient, however, had shown a _ peculiar 
reaction following the first chest filling, complain. 
ing of pain in the abdomen. She had had thre 
fills. The third case was one of pulmonary tuber. 
culosis, in which a phrenicoexoresis had _ been 
attempted without results and a thoracoplasty had 
been done. Dr. Durel discussed the cases from 
the standpoint of the value of artificial pnev. 
mothorax in certain cases of pulmonary tuber. 
culosis. 


WILLARD R. WIRTH, M. D. 


VICKSBURG SANITARIUM AND CRAWFORD 
STREET HOSPITAL STAFF MEETING, 


OCTOBER 10, 1929. 


Abstract.—Fracture of the Skull. Involving the 
Base (2 cases).—Dr. H. H. Johnston. 


Case 1:—Colored male, aged 34 years, laborer, 
admitted to hospital September 25, 1929, in a 
comatose condition. 


Present Illness—One hour before admission, 
patient was riding on a truck which overturned 
on a curve and pinned him beneath it. He was 
conscious when the truck was lifted from him 
but friends said that in about five minutes he 
went into an unconscious state. Past History and 
Family History were irrelevant. 


Physical Examination—Well developed and 
nourished, in a profound state of coma. Pulse 82; 
temperature 98° F.; respirations 22, Cheyne- 
Stokes type. There was considerable swelling over 
left superior maxillary and temporal regions but 
no crepitus could be elicited or no evidence of 
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fracture found. There was marked exophthal- 


mos and sub-conjunctival ecchymoses of the left 


eye. The left pupil was almost pin-point in size; 


right pupil moderately dilated; both reacted very 
sluggishly to light. Left fundus examination 
showed marked choking of disc and small areas of 
hemorrhage throughout retina; right eye grounds 
negative. There was a moderate discharge of 
blood-stained cerebro-spinal fluid from the right 
ear. Epistaxis was profuse. Oral examination 
shows post-nasal hemorrhage only. Biceps, 
patella and superficial reflexes were exaggerated; 
Gordan and Babinski signs were positive. Blood 
—Hemoglobin, 87-per cent; leukocytes, 18,000; dif- 
ferential leukocyte count: small lymphoctes, 7 per 
cent; neutrophilis, 93 per cent (60 immature). 
Wassermann and Kahn tests negative. Urine— 
Few hyaline and finely granular casts, rare pus 
cell. Roentgen-ray—Fracture of occipital bone, 
extending into the base of the skull. 


Procedure—Spinal puncture was done as soon 
as possible after admission and 9 cc. of blood- 
stained spinal fluid was withdrawn. The pres- 
sure was equal to 30 mm. of mercury, with jug- 
ular pressure 40 mm. Examination of spinal fluid 
showed 34 leukocytes per cu. mm.; small monon- 
uclears predominating; globulin increased (4 
plus). Six hours later 20 cc. of 50 per cent glu- 
cose was given, followed by slight improvement 
of pulse and respiration. This was repeated the 
following day after no remarkalile change in 
condition. Spinal puncture was again performed 
the third day after admission and pressure was 
the same as on the previous examination. The 
fluid was very cloudy and the leukocyte count 
was 8,420 with 96 per cent polymorphonuclears. 
Stained preparation showed many polymorpho- 
nulear cells but no organisms and culture showed 
no growth. Spinal fluid Wassermann test nega- 
tive. The following day the temperature was 
100 degrees F., its highest level, and pulse was 
96. Both declined after administration of 1,000 
ce. of 5 per cent glucose solution. This was re- 
peated daily. On September 17, six days after 
admission, patient regained consciousness mo- 
mentarily for the first time following the accident 
and the temperature at that time was normal. Pa- 
tient could then take nourishment by mouth and 
the mind rapidly cleared. The exophthalmos of 
left eye became barely noticeable and patient was 
well enough on September 27, to be removed from 
the hospital. The vision of the left eye on dis- 
charge was 20/50 and hearing of left ear 20/30. 


Case 2. White, male, aged 28 years, admitted 
to the hospital on September 2, in a semi-con- 
scious condition. 


Present Illness—Two hours before admission, 
an automobile which he was driving at a high rate 
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of speed skidded, went over an embankment, and 
turned over twice pinning him beneath it. 


Past History—Has always been in perfect 


health; no acute diseases. Family History—Not 


remarkable. 


Physical Examination—Well developed and ro- 
bust young man, in an extremely shocked condi- 


tion. The scalp showed no evidence of injury but 


there is a triangular laceration about 4 cm. in 
length over and lateral to right eye, involving 
lacrimal gland which has been almost completely 
torn away. The laceration has denuded the ob- 
icularis oculi in two places and extends deep into 
orbit through Tenon’s capsule. The optic nerve 
can be felt and crepitus of the roof of the orbit 
elicited. There is considerable supra—and sub- 
orbital ecchymosis of both eyes. The external 
ocular movement is normal. The eye grounds 
show nothing remarkable. The nose is shrunken 
and pushed slightly to the left. The septum 
has been crushed and there is considerable hem- 
orrhage from overlying mucosa. A deep lacera- 
tion extends completely through the anterior part 
of the inter-nasal septum, involving the vomer 
and is bleeding profusely. The upper incisor, 
canine, and premolar teeth on both sides are loose 
in their sockets with moderate bleeding from the 
gum margins. The heart sounds were distant; 
rate 130; pulse volume very weak. The remain- 
der of the physical examination is essentially nega- 
tive except for abrasions over right chest. Blood— 
Leukocyte count, 12,700; differential leukocyte 
count: small lymphocytes, 13; neutrophils, 86; 
eosinophils, 1; hemoglobin, 77; erythrocytes, 3,- 
408,000. Urine—Few pus cells; otherwise not re- 
markable. Roentgen-Ray—Multiple fracture of 
skull, mostly right malar, nasal, and superior 
maxillary regions. 





Procedure—The patient was immediately given 
1,000 ec. of glucose, 5 per cent and 10 cc. of hemo- 
static serum. The right lacrimal gland which 
had been torn from its capsule and dirt were re- 
moved and laceration closed. The nose was 
packed to check hemorrhage. Patient was then 
typed for blood transfusion and 500 cc. of blood 
was given. This improved pulse volume. The 
temperature rose to 102 degrees F., the follow- 
ing day but there was no evidence of increased 
intra-cranial pressure. Thereafter he was treat- 
ed palliatively. 


Patient was removed to his home on the eighth 
day following admission, able to sit alone with no 
mental symptoms evident and temperature 99.2 
degrees F. 


Abstract—A Case for Diagnosis.—Dr. J. A. K. 
Birchett, Jr. 
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Patient—White, female, aged 63 years, Jewess, 
single; admitted to hospital September 22, 1929. 


Present Complaint—Had profuse hemorrhage 
. from stomach last night thirty minutes after eat- 
ing supper, which consisted of milk and soft toast. 
Just a few minutes before hemorrhage occurred 
had gotten out of bed to use commode at bedside. 
As she was sitting propped up in bed, suddenly 
felt mouth fill with salty material and vomited a 
pint of dark red fluid with clots of blood and 
curdled milk in it. Felt no pain and had been 
well all day. 


History of Present Complaint—About the mid- 
dle of August began having severe pains in left 
leg below the knee in region of head of tibia. This 
area became swollen and tender and a diagnosis of 
periostitis of tibia was made from local symptoms 
At that time she was 
brought to the Sanitarium 


and roentgenograms. 


where the condition 
was treated. Given large doses of atophan. A few 
days after taking this medicine, began to com- 


plain of burning in the pit of the stomach and 
heart burn. The atophan was discontinued and 
an alkali given with improvement of symptoms. 
The condition was not considered important. Sev- 
eral doses of mercurochrome and small tonic doses 
of neoarsphenamine were administered during her 
stay. Only one of the mercurochrome treatments 
caused her to complain of abdominal cramps and 
nausea. The leg condition became sufficiently im- 
proved for her to be removed to her home on the 
fourteenth day after admission. There the same 
treatment was continued, including atophan. The 
fifth day at home, 0.3 gram of neoarsphenamine 
was administered. The night following this 
treatment, patient complained of severe abdominal 
cramps, vomited, was very tender over gall-blad- 
der region, and had fever of 100° F. Morphine 
was given for pain. The next day the pain was 
still acute over the gall-bladder region and tem- 
perature was 102° F. The blood count showed 
a moderate elevation of leukocytes with a high 
polymorphonuclear count. All food was stopped 
and an ice bag was kept over the gall-bladder 
region, with subsidence of temperature 72 hours 
later. From this time on patient complained of 
heart burn and severe pain in the back. She 


continued to complain of pain in the leg although — 


it was not as severe as previously. With con- 
tinued digestive symptoms, a diagnosis of ulcer 
was made and patient kept on a soft diet and al- 
kalies, which she had been taking irregularly 
since leaving the hospital. Five days later, with- 
out pain or other warning, patient vomited be- 
tween 500 and 700 cc. of blood. There was no 
evidence of shock, pulse being 80 and blood pres- 
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sure 140/90. There was still some soreness in 
the upper right quadrant of the abdomen. Pati- 
ent was observed twice during the day and was 
doing well and continued to feel well until Sep- 
tember 22, when another severe hemorrhage oc- 
curred. At this time there was evidence of con- 
siderable shock and the patient was brought to 
hospital. 


Past History—General health good. Radical 
operation for carcinoma of breast in 1916. Has 
had burning sensation in pit of stomach for the 
past eight months; no nausea or vomiting. Pati- 
ent described condition as heart burn, which was 
Circu- 


relieved by taking soda. Bowels normal. 


latory history, respiratory tract history, urinary 
tract history, all negative. Menopause at 40 
ears of age; no bleeding or vaginal discharge. 


Family History—Three sisters, one with good 
general health; one has toxic thyroid; one died 
of carcinoma of the gall-bladder and liver. One 
brother living and well. No history of tubercu- 
losis. 


Blood—September 24; hemoglobin, 33; erthro- 
cytes, 1,244,000. September 25; hemoglobin, 35; 
erythrocytes, 1,608,000; leukocytes, 6,800; differ- 
ential leukocyte count: small lymphocytes, 25; 
large mononuclears, 4; neutrophils, 70; (32 imma- 
ture forms); eosinophils, 1; no malaria found. 
Blood transfusion, 500 cc. given September 28. 
October 11; hemoglobin, 72; erythrocytes, 3,800,- 
000; leukocytes, 10,200; differential leukocyte 
count; small lymphocytes, 25; large mononuclears, 
7; neutrophils, 66 (26 immature forms); eosino- 
phils,l; basophils, 1. Wassermann and Kahn 
tests negative. Gastrict Contents—October 9; 
much mucus, acidity—total, 61; free HCL, 43; 
combined acid, 16; no lactic acid; no blood. 


Roentgen-Ray Examination—Constant deform- 
ity of cap with narrowing of the pyloric end of 
the stomach with slight amount of retention in 
the six-hour plate. Diagnosis of possible early 
carcinoma of stomach or gastric or duodenal ul- 
cer. 


This patient was advised that exploratory lap- 
arotomy should be done to ascertain the exact 
pathology present and to effect a cure. The 
anemia being of much improved the red cell count 
being nearly 4,000,000 and the hemoglobin 72, 
she was allowed to return to her home with the 
ambulatory ulcer case diet of Rehfuss and al- 
though only six weeks have lapsed since her se 
vere hemorrhage she feels so well and is gaining 
strength so rapidly that she thinks that she is 
entirely cured and refuses to come back for ope 
ration. 
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VICKSBURG SANITARIUM AND CRAWFORD 
STREET HOSPITAL STAFF MEETING 


NOVEMBER 9, 1929. 


Abstract—Carcinoma of the Stomach; Billroth 
II Operation in Two Stages.—Dr. A. Street. 


Patient—White, male, aged 64 years, married, 
in restaurant business for 42 years; admitted to 
hospital September 26, 1929. 


Chief Complaint—Vomiting of large quantities. 
Vomitus consist of the food he has eaten; no 
fresh blood in it, but at times it is black. No 
pain. Has feeling of pressure and discomfort in 
epigastrium preceding the vomiting. Marked loss 
of weight in last two months. Bowels constipat- 
ed; no tar-like stools. For past five or six years 
has had feeling of fullness and discomfort in 
epigastrium one or two hours after meals; also 
much belching. Not benefited by soda. 


Previous History—The right leg was amputated 
about the knee for chronic osteomyelitis 24 years 
ago. Had a suppurative chest condition 30 years 
ago from which he completely recovered in one 
year. Has had malarial hematuria. Had jaun- 
dice many years ago. Family History—Not re- 
markable. 


Physical Examination—The patient is stockily 
built, with short neck and chest. Is still stout in 
spite of his loss in weight. Weak and dyspneic. 
Blood pressure 140/100. The right leg has been 
amputated. Physical examination not otherwise 
remarkable; no palpable masses; no remarkable 
tenderness. 


Gastric lavage yielded a large quantity of foul 
fluid containing among other things some frag- 
ments of grapes which he had eaten five days 
previously. Urine examination showed a trace 
of albumin, a few hyaline casts, and numerous pus 
cells. Blood examination showed erythrocytes, 
1,396,000; hemoglobin, 60; leukocytes, 10,500; dif- 
ferential leukocyte count: small lymphocytes, 28; 
large mononuclears, 7; neutrophils, 64;° eosino- 
phils, 1. Wassermann and Kahn tests negative. 
Gastric contents showed no free HCL; total acid 
23; no combined acid; blood (chemical) positive 
(2 plus); no lactic acid. Radiographic and flou- 
roscopic examinations showed a much dilated 
stomach, almost completely obstructed at the py- 
lorus. There was a filling defect at the pylorus 
suggestive of carcinoma. 


Procedure—Preoperative reconstructive meas- 
ures were difficult. Even with daily stomach lav- 
age and feeding only small quantities of strained 
liquid nourishment, nothing appeared to get 
past the pylorus. One quart of glucose was 
given intravenously each day and glucose and sa- 
line solutions be rectum. Twelve prospective do- 


nors were tried for blood compatibility, but none 
were found suitable. 


On October 3, under ethylene anesthesia, a high 
left rectus incision was made. There was a growth 
located at the pylorus, indurated, round, and one 
inch in diameter. The pyloric region was not ad- 
herent to surrounding structures. There were no 
palpable lymph nodes. Owing to the poor condi- 
tion of the patient, two-stage operation was decid- 
ed upon, and posterior gastroenterostomy was 
done, placing the stoma transversely to the long 
axis of the stomach and well to the left. Follow- 
ing this procedure the patient improved rapidly. 
The wound healed cleanly. 


On October 21, eighteen days from the first 
operation, the abdomen was reopened through a 
high right paramedian incision. The growth was 
unchanged in appearance. The pylorus was mob- 
ilized and and resected, taking two inches wide of 
the growth on the stomach side and one-half inch 
beyond it on the duodenal side. 


Convalescence was. uneventful. Patient was 
discharged on November 9. His appetite is ex- 
cellent and he complains of no digestive symptoms. 


Pathologic tissue examination by Dr. Lippin- 
cott showed adeno-carcinoma (group IV). 


Abstract—Rupture of the Urinary Bladder Due 
to Muscular Strain—Dr. H. H. Johnston. 


Patient—Colored male, aged 60 years, laborer, 
admitted to hospital October 9, 1929. 


Present Complaint—Pain in lower abdomen and 
perineal region. 


Present Illness—One week before admission 
while carrying a heavy bale of cotton on his back, 
suddenly had a sharp pain in the perineal region 
and middle of lower abdomen. Had to be carried 
home as walking intensified the pain. At home 
he found the rectum to be prolapsed for the first 
time in his life and stool contained a fairly large 
amount of fresh blood; no control of urine. Urine 
was highly colored at first and contained a large 
amount of blood the following day. Hematuria 
had continued until time of admission. Had 
become progressively weaker since onset of pain. 


Past History—Five years ago had gonorrheal 
urethritis followed by a stricture which has at 
times caused considerable urinary obstruction. No 
operations or serious illnesses. Family History— 
Not remarkable. 


Physical Examination—Patient is a fairly well 
developed but undernourished negro, obviously 
very sick and weak; mental condition poor. Most 
of history obtained from relatives. The retinal 
vessels showed slight tortuosity and thickening. 
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Oral hygiene poor with dental caries. The heart 
sounds were distant, rate rapid, but rhythm regu- 
lar; no murmurs. Blood pressure 150/110. Slight 
rigidity over lower abdomen but no distention. 
Bladder was within the pelvis. Some edema of 
perineal region but no subcutaneous emphysema 
or scrotal infiltration. Several large external 
hemorrhoids. Prostrate slightly enlarged but not 
tender. Some tenderness over lumbar region but 
no crepitus elicited; no swelling. Reflexes were 
normal. Blood showed leukocytes 18,300; differ- 
ential leukocyte count-neutrophils 81 per cent; 
Wassermann and Kahn tests negativ. Urine 
showed 1 per cent albumin; hemoglobin, 3 plus; 
many fresh and abnormal blood cells; some pus 
cells. Roentgengram showed fracture at base of 
articular process of third lumbar vertebra. 


Procedure—Due to the extremely poor condi- 
tion of the patient it was thought best not to 
attempt any surgical procedures. An attempt, 
however, was made to pass a retention catheter 
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but the stricture in the posterior urethra could 
not be passed. Filiforms were used to dilate the 
stricture and although patient was incontinent, 
the urine which was highly blood stained, passed 
freely. Glucose solution and stimulants were 
given. An attempt was made to find a donor for 
blood transfusion but no compatible blood was 
available. 


The following day the patient looked much 
better; pulse volume had improved and there was 
no blood in the urine; the flow of urine was free. 
On the third day, blood again appeared in the 
urine and the amount of urine was scanty. The 
perineal edema was slightly increased but there 
was still no scrotal infiltration. The stricture 
was dilated and a number 18 French, soft rubber 
retention catheter was inserted. Bladder was 
gently irrigated with warm boric acid solution. 
1,000 cc. of glucose solution and saline was again 
given intravenously. Patient became rapidly 
weaker and died 72 hours after admission. 





HIGH HOSPITAL CHARGES.—From Chicago 
comes news of an interesting attempt to cut the 
mounting costs of sickness by the construction of 
a chain of five local hospitals which shall enjoy the 
benefits of centralized control, a single purchasing 
agency and other economies which sometimes flow 
from large-scale operation. The sponsors of the 
project hope that by good management and the 
application of modern business methods they can 
effect savings as great as one-third. 


The high cost of sickness to the financial middle 
class is a pressing economic problem. Complaints 
are everywhere heard of excessive charges im- 
posed for the institutional care of the sick, even 
though the service rendered is often provided at a 
loss. What really interests the family man in 
modest circumstances is not the fairness of the 
bills presented to him, but the means at his dis- 
posal for meeting them. He knows they are 
much higher than they used to be, but he rarely 
takes into account the fact that his patient is get- 
ting much more for his money than all the world’s 
wealth could have purchased a generation or even 
half a generation ago. 


Constant recourse to laboratory tests of every 
description makes for speed and correctness of 
diagnosis. New serums and vaccines and other 
products of the laboratory lessen mortality and 
hasten recovery. The improved technic of the 
roentgen-ray, both in diagnosis and in treatment, 
has in itself brought about a beneficent revolution 
in the practice of medicine and surgery. The re- 
sources of surgery have been amazingly enlarged. 
Operative procedures which not long ago were 





undertaken with misgivings, and only as a last 
resort, have become routine and commonplace. On 
the whole, the increase of hospital efficiency has 
far outrun the increase of charges. In chances 
for life and eventual cure the patient gets more 
for his dollar than ever before, even though it 
takes more dollars to see him through. 


The poorest free patient today has at his dis- 
posal a costly laboratory service that the richest 


did not command a few years ago. Branches of 


that service must be kept in operation twenty-four 
hours a day. Diagnosis and treatment by roent- 
gen-ray involve the unstinted use of costly appar- 


atus and materials. Some of the serums and vac- 


cines employed in diseases as common as pneu- 
monia are manufactured by processes so intricate 
that a single dose may cost the hospital twenty-five 


or thirty dollars. Penniless patients often have 
the most expensive diseases. 


Someone must pay. The butcher and the coal 
man, nurses and orderlies and the purveyors of a 
thousand supplies want their money and will not 
be put off. Trustees and well-to-do friends of the 
hospital may be prepared to meet definite budgeted 
deficits out of their own pockets, but there is a 
point beyond which they cannot go; nor is there 
any good reason why they should, when nine- 
tenths of their neighbors, including those who 
draw most heavily upon hospital resources, show 
little or no interest in the financial welfare of their 
institution.—The Saturday Evening Post, Nov. 30, 
1929, p. 20. 
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TRANSACTIONS OF.ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR 
Eye, Ear, Nose and Throat, Hos- 
pital Staff, 8 P. M. 

Physiology Seminar, Tulane Med- 
ical School, 5 P. M. 

Chaille Memorial Oration, 8. P. 
M. Dr. Willard C. Rappleye, Di- 
rector of Study, Commission on 
Medical Education, New Haven, 
Conn., Orator. 

Orleans Parish Medical Society, 
Joint meeting with Marine Hospi- 
tal Staff, 7:45 P. M. 

Baptist Hospital Staff, 8 P. M. 
Touro Infirmary Staff, 8 P. M. 
Physiology Seminar, Tulane Med- 
ical School, 5 P. M. 

French Hospital Staff, 8 P. M. 
Medical Reserve Corps’ Branch 
School, 8 P. M. 

Election of Officers Orleans Par- 
ish Medical Society. Voting be- 
tween the hours of 10 A. M. and 

12 noon; 2 and 5 P. M., and 7 
and 8:30 P. M. Annual Dinner 
Orleans Parish Medical Society, 
following election at Chess Club. 
Hotel Dieu Staff, 8 P. M. 
Charity Hospital Medical Staff, 
S. F.. m. 

Charity Hospital Surgical Staff, 

3 P. M. 

I. C. R. R. Hospital Staff, 12 Noon. 
Eye, Ear Nose and Throat Club, 
s?. Be. 

Physiology Seminar, Tulane Med- 

ical School, 5 P. M. 

Mercy Hospital Staff, 8 P. M. 
Presbyterian Hospital Sta f f, 

s P. M. 

Medical Reserve Corps Branch 

School, 8 P. M. 

The fourth Chaille Memorial Oration will be 
held December 6, at 8 P. M. The orator of the 
evening will be Dr. Willard C. Rappleye, who has 
selected “The Doctor and the Public’’ as his sub- 
ject. Dr. Rappleye is Director of Study of the 
Commission on Medical Education, New Haven, 
Conn. 


to 


December 
December 6. 


December 6. 


December 9. 


December 10. 
December 11. 
December 13. 


December 13. 
December 13. 


December 14. 


December 16. 
December 17. 


December 18. 


December 19. 
December 19. 


December 20. 


December 20. 
December 26. 


December 27. 


SECRETARY’S REPORT. 

During the month of November the Society 
held two scientific meetings, at which time papers 
were read and discussed as follow: 

Monday, November 11: 

Symposium on Infections of the Liver and 

Subphrenic Space. Medical, Roentgeno- 
logical and Surgical Aspects. 


Etiology and Diagnosis of Suppuration in 
and about the Liver. 


Re Aten: wee Dr. J. H. Musser 
Radiological Aspect. 
| EN SRE Se Dr. Amedee Granger 
The Surgical Treatment of Subphrenic In- 
fections. 
WN ose alceteeeet Dr. Alton Ochsner 


Presentation of two cases by Dr. John G. 
Snelling. 

Discussed by Drs. Urban Maes, George R. Herr- 
mann, Chas. W. Duval, J. Birney Guthrie, Allan 
Eustis, D. L. Watson, S. K. Simon, Chaille Jami- 
son, A. L. Levin. Closed by Drs. Musser, Gran- 
ger and Ochsner. 

At the meeting held November 25 the program 
was as follows: 

Right-Sided Diaphragmatic Herniae (with 

report of a case). 
AS eS: Dr. T. H. Oliphant 

Discussed by Dr. Leon J. Menville. 

Diagnosis and Treatment of Intracranial 
Hemorrhage in the Newborn. 

| RR renee Dr. E. L. King and 
Dr. Maud Loeber 

Discussed by Dr. G. C. Anderson. 

Stabilizing Operations on the Foot in Flail 
Paralysis; with Motion Picture Demon- 
stration. 

__ ee eee Dr. H. Theodore Simon 

Discussed by Dr. Paul A. MelIlhenny. 


At this meeting the following Delegates an& 
Alternates to the Louisiana State Medical Society 
were elected: 

Delegates 
Dr. F. M. Johns 
Dr. John A. Lanford 
Dr. W. H. Seeman 
Dr. E. D. Fenner 


Alternates 
Dr. Randolph Lyons 
Dr. E. L. Leckert 
Dr. Jerome E. Landry 
Dr.J. Birney Guthrie 


Dr. Henry Daspit Dr. W. D. Philips 

Dr. M. T. Van Studdiford Dr. E. H. Lawson 
Dr. Chaille Jamison Dr. Paul J. Gelpi 
Dr. D. N. Silverman Dr. Jules Dupuy 

Dr. E. L. King Dr. Maurice J. Gelpi 
Dr. Isidore Cohn Dr. J. Signorelli 


Nominations for Officers for 1930 were made 
as follows: 

PRESIDENT—Dr. C. Grenes Cole, nominated 
by Drs. Paul J. Gelpi, H. E. Bernadas 
and Chaille Jamison. 

FIRST VICE-PRESIDENT—Dr. Emmett L. 
Irwin, nominated by Drs. Jules E. 
Dupuy, H. E. Bernadas and S. M. 
Blackshear. 

SECOND VICE-PRESIDENT—Dr. J. T. Nix, 
nominated by Drs. Homer Dupuy, H. 
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Theodore Simon, J. Birney Guthrie and 
Paul J. Gelpi. 

THIRD VICE-PRESIDENT—Dr. Walter J. 
Otis, nominated by Drs. H. Theodore 
Simon, John A. Lanford and Jules E. 
Dupuy. 

SECRETARY—Dr. H. Theodore Simon, nom- 
inated by Drs. Jules E. Dupuy, P. T. 


Talbot and H. E. Bernadas. 


TREASURER—Dr. 
ed by Drs. 


John A. Lanford, nominat- 
Lucien LeDoux, H. Theodore 


Simon and J. S. Hebert. 

LIBRARIAN—Dr. Daniel N. Silverman, nom- 
inated by Drs. Homer Dupuy, S. M. 
Blackshear and J. S. Hebert. 

ADDITIONAL MEMBERS 
BOARD OF DIRECTORS. 

DR. E. D. FENNER, nominated by Drs. E. L. 
Irwin, H. E. Bernadas and H. Theo- 
dore Simon. 

DR. I. M. GAGE, nominated by Drs. John 
A. Lanford, H. Theodore Simon and 
Paul J. Gelpi. 

DR. LOUIS LEVY, nominated by Drs. Paul 


J. Gelpi, Homer Dupuy and Daniel N. 
Silverman. 

The Committee on Periodic Health Examina- 
tions is actively engaged in making plans for the 
annual “Longer Life Week,’’ December 2-8, in- 
clusive. The Committee is sending speakers before 
the local universities, high schools, public and 
parochial schools, cooperative clubs and luncheon 
clubs. Posters will be placed in all Canal Street 
stores, streamers strung in front of all hospitals 
and cards placed in the street cars. Lantern 
slides will be shown in the prominent theaters 
of the city. Publicity has been secured through 
the press and each day articles on health subjects 
written by prominent members of the Society will 
appear in the newspapers. Radio talks will also 


be made. 
TREASURER’S REPORT 
October 

Actual Book Balance..................0........... $1,541.54 
IN either ek 1,594.15 
$3,135.69 
SEE ee One OPES ae CaM ee 22 $2,903.19 
Actual Book Balance...................... $ 232.50 


LIBRARIAN’S REPORT. 
Eighty-three books were added to the library 
during October.. Of these 2 were received by 
binding, 21 from the New Orleans Medical and 








Medical Society 


A notation of 
new titles of recent date is appended. 

The reference work has continued heavy, with 
many papers in preparation for approaching meet- 


Surgical Journal and 60 by gift. 


ings. We are constantly borrowing books from 
the large medical libraries and ordering abstracts 
from the various services. Daily calls for material 
in books and journals represent all specialties. 


NEW BOOKS. 
A. M. A.—Council on Medical Education and 
Hospitals. Report. 1929. 


Mueller—The Expert. 1929. 


Amer. Soc. of Stomatologists. Proceedings 
June, 1928—April, 1929. 
Medical Blue Book of Wisconsin. 1929. 


Central States Pediatric Society. Transactions. 


v. 3. 1928. 

Hawaii Territorial Medical Association. Trans- 
actions. v. 4, 1929. 

Rockefeller Foundation—Review for 1928. 


1929. 

Hoffman—San Francisco Cancer Survey. n. d. 

Milbank Memorial Fund. Report. 1928. 

Steindler—Disease and Deformities of the Spine 
and Thorax. 1929. 

Forrester-Brown—Diagnosis and Treatment of 
Deformities in Infancy and Childhood. 1929. 

Willis—Laboratory Diagnosis and Experimental 
Methods in Tuberculosis. 1928. 

Watson—Fundamentals of the Art of Surgery. 
1927, 

American Otological Society—Otosclerosis. 2v. 
1929. 

Bertwhistle—Surgical Radiology. 1929. 

Quigley—Conquest of Cancer by Radium and 
Other Methods. 1929. 

Robert Jones Birthday Volume, 1928. 

Wiggers—Principles and Practices of Electro- 
cardiography. 1929. 

Parsonnet—Hyman — Applied Electrocardiog- 
raphy. 1929. 

Abel—Oesophageal Obstruction. 

Barwell—Diseases of the Larynx. 

Fifth Avenue Hospital Clinics. 1927. 

Arnau—L’hygiene de lattention. 1928. 

Osborne—What Everyone Ought to Know. 
1929. 

Beaumont—Experiments and Observations on 
the Gastric Juice; with biographical ‘sketch of 
William Beaumont, by Sir William Osler. 1929. 


1929. 
1928. 





Deaver—Surgical Anatomy of the Human Body. 
2d ed., v. 3. 1927. 

Dorland—American Illustrated Medical Dic- 
tionary. 1929. 

Slade—Physical Examination and Diagnostic 
Anatomy. 1929. 

Thomson Tuberculosis. 1928. 

H. THEODORE SIMON, M. D. 
Secretary. 
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MEETING OF ST. TAMMANY PARISH 
MEDICAL SOCIETY. 


The Doctors met in regular monthly meeting: 


November 8, at 8 P. M., at Slidell, in the Com- 
munity House. Those present were: Drs. F. F. 
Young, L. Roland Young and W. L, Stevenson, of 
Covington; Drs. Laurence R. Young and R. B. 
Paine, of Mandeville, and Drs. Jno. K. Griffith, 
F. R. Singleton, and A. F. Polk, of Slidell. Dr. 
Jules Dupuy, of New Orleans, 
in charge of section of opthal- 
mology of Charity Hospital, was 
a specially invited guest and 
entertained with a lecture on 
glaucoma. The Doctor sketched 
the 
drawings. 


anatomical features by 


This proved most 
interesting and many questions 
were asked and some discussion 
followed. It was moved and 
carried that the December 
meeting be held in Covington, 
at which time the regular elec- 
tion of officers for the ensuing 
year will be held. 


L. ROLAND YOUNG, M. D., 
Pres. and Acting Sec.-Treas. 





Resolutions on the Death of 
Dr. Harold E. Carney, from 
Ouachita Parish Medical Soci- 
ety, Monroe. 


Whereas, in the untimely and sudden death of 
our beloved colleague, the medical fraternity, 
Ouachita Parish, Louisiana, and country at large, 
sustain the loss of a man whose loyalty to all 
classes and creeds was unswerving, the loss of a 
man who towered high in the esteem of those 
whose privilege it was to know him; 

Resolved, that the Ouachita Parish Medical So- 
ciety, individually and collectively, whose privi- 
lege and honor it has been to enjoy the affilia- 
tion and cooperation of so valuable a member, 
wishes to chronicle the death of the brother-physi- 
cian, whose life has been an unbroken chain of 
charitable performances, and whose deeds of pro- 
fessional ethics and kindnesses all serve as a bea- 
con of light to posterity. Therefore, be it fur- 
ther 

Resolved, that we extend the society’s sincerest 
condolences to his sorrowing widow and family, 
and that a copy of these resolutions be sent to 
them, the State Medical Journal for publication, 





MARVIN CAPPEL, M. D. 

Whereas, it has pleased the Almighty, on No- 
vember 6, 1929, to remove from our midst one of 
the most beloved and highly respected of our 
physicians, esteemed friend and citizen, Dr. Har- 
old E,. Carney; 


and a copy spread on our minutes as a perma- 
nent record. 
Dr. P. L. Perot, President; 
Dr. E. R. Yancey, Secretary; 
Drs. J. H. Pankey, J. E. Walsworth and 
J. T. French, Committee. 





. 
Resolutions on the death of Dr. Marvin Cappel 
from the Rapides Parish Medical Society. 


Whereas, It has pleased Al- 
mighty God, in his infinite wis- 
dom, to remove from his sphere 
of usefulness on this earth, one 
of the beloved and honored 
members of this Society, our 
triend and professional. brother, 
Dr. Marvin Cappel, who. met 
his untimely death in the full 
vigor of manhood, and 


Whereas, his record as a citi- 
zen, a physician and a brave 
and courageous soldier, is above 
reproach, and is worthy of the 
emulation of any young man. 
His untimely death is not only 
a great loss to the medical pro- 
fession, but to the community 
at large; be it therefore, 


Resolved, by the Rapides 
Parish Medical Society, that 
we deeply deplore the death of 
our revered member and ex- 
tend our heartfelt condolence 
to his bereaved family in the great affliction they 
have been called upon to bear. 

Resolved, That a copy of this resolution be 
spread upon the minutes of this society, that a 
copy be sent to the grief-stricken family, a copy 
to the Journal of the Louisiana State Medical 
Society, and the same furnished to the daily press 
for publication. 


M. H. Foster, M. D., President; 


H. A. White, M. D., Secretary; 
R. O. Simmons, M. D. 





ALVARENGA PRIZE OF THE COLLEGE OF 
PHYSICIANS OF PHILADELPHIA 

The College of Physicians of Philadelphia an- 
nounces that the next award of the Alvarenga 
Prize, being the income for one year of the be- 
quest of the late Senor Alvarenga, and amounting 
to about Three Hundred Dollars ,will be made on 
July 14, 1930, provided that an essay deemed by 
the Committee of Award to be worthy of the 
prize shall have been offered. 

An essay intended for competition may be upon . 
any subject in medicine, but must be accompanied 
by a written assurance from the author that it 
has not appeared previously in print, either in 
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whole or in part, in any form, and has not been 
presented elsewhere in competition for a prize. 
The essay should represent an addition to the 
knowledge and understanding of the subject based 
either upon original or literary research. It must 
be typewritten, and in English acceptable for pub- 
lication without necessity for editing by the com- 
mittee. Any illustrations should be appropriate 
and correctly annotated with the text. Essays 
must be received by the Secretary of the College 
on or before May 1, 1930. 


Each essay must be sent without signature, but 
must be plainly marked with a motto and be ac- 
companied by a sealed envelope having on its out- 
side the motto of the paper and within the name 
and address of the author. 


It is a condition of competition that the success- 
ful essay or a copy of it shall remain in possession 
of the College; and that it may be published by 
the author with the consent of the College; other 
essays will be returned upon application within 
three months after the award. 

The Alvenaga Prize for 1929 has been awarded 
to Dr. George M. Dorrance, Philadelphia, Pa., for 
his Essay entitled: “Congenital Insufficieney of 
the Palate.’ 

JOHN H. GIRVIN, Secretary, 
19 South 22d St., Philadelphia, Pa., U. S. A. 


The Fourteenth Annual Clinical Session of the 
American College of Physicians will be held at 
Minneapolis, Minn., February 10-14, 1930. Head- 
quarters, Minneapolis Municipal Auditorium. Ho- 
tels: Curtis, Leamington, Radisson, Sheridan and 
others. 

Watch monthly announcements in “Annals of 
Internal Medicine.’’ John H. Musser, M. D., Pres- 
ident, New Orleans, La.; S. Marx White, M. D., 
General Chairman, Minneapolis, Minn. . 

E. R. LOVELAND, Executive Secretary, 
133-135 S. 36th St., Philadelphia, Pa. 


FIFTH INTERNATIONAL CONGRESS 
PHYSIOTHERAPY. 


Liege, September 4 to 8, 1930. 


OF 


The organization of this.Congress is progress- 
ing rapidly and we would draw the attention of 
physicians to the real union which will take place 
in Liege on the occasion of the International 
Exposition and the Centenary of Independence. 

Acceptances may be sent from now on to Dr. 
Dubois-Trepagne, Secretary-General, 25 Louvrex 
Street, Liege, Belgium, with the dues of 130 Bel- 
gian francs. This will facilitate the organization 
of a Congress which will be noteworthy among 
the sessions of 1930. 





Medical Society. 


UNITED STATES PUBLIC HEALTH SERVICE 

Surgeon (R) O. E. Denneny. Directed to pro- 
ceed from Carville, La., to Miami, Fla., and return, 
fey the purpose of attending the Joint Meeting 
of the Southern Medical Association and the 
American Society of Tropical Medicine, on No- 
vember 20. 

Sanitary Engineer W. H. W. Komp. Relieved 
from duty at Albany, Ga., and assigned to duty 
at Greenwood, Miss., stopping en route at Mont- 
gomery, Ala., for the purpose of attending the 
Tenth Annual State Conference of County Health 
Officers, October 14-16. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 

The United States Civil Service Commission an- 
nounces the following open competitive examina- 
tions: 

Senior Medical Officer 
$4,600 a year. 

Junior Medical Officer (Interne) $2,000 a year. 

Applications for senior medical officer (inter- 
nal medicine) and junior medical officer (interne) 
must be on file with the Secretary of the Fourth 
U. S. Civil Service District, Washington, D. C., not 
later than December 26. 

The examinations are to fill vacancies in Saint 
Elizabeth’s Hospital, Washington, D. C., and va- 
cancies occurring in positions requiring similar 
qualifications. 

The entrance salaries are $4,600 a year for the 
senior grade and $2,000 a year for the junior 
grade. Higher-salaried positions are filled though 
promotion. 

Competitors will not be required to report 
for examination at any place, but will be rated 
on their education, training, and experience. 

Full information may be obtained from the 
Fourth U. S. Civil Service District, Washington, 
D. C., or the Secretary of the United States Civil 
Service Board of Examiners at the post office or 
custom-house in any city. 


(Internal Medicine) 


WEEKLY HEALTH INDEX 

During the week ending October 12, the death 
rate in the City of New Orleans was 16.9, 139 
deaths during the week. During the corresponding 
week of 1928 the rate was 17.2, 141 deaths. For 
the week ending October 19 the rate was prac- 
tically the same, namely, 16.8, compared with 15.1 
of the previous year. The rate rose in the week 
of October 26 to 18.4, 151 deaths, an increase 
over the death rate of 14.6 of 1928 with 120 
deaths. During each of these weeks the mor- 
tality under 1 year has ranged between 10 and 
16. The week of November 2 shows an increase 
also, to 18.9 with 155 deaths, compared with 19.1 
and 157 deaths of 1928. 














MISSISSIPPI STATE MEDICAL ASSOCIATION NEWS 
L. S. Lippincott, M. D., Associate Editor 


The Field Memorial Hospital will act as host 
for the next meeting of the Homochitto Medical 
Society on January 9, 1930 





W. Hamilton Crawford of Hattiesburg, Presi- 
dent of the newly organized Mississippi Hospital 
Association, furnishes the following: 


“Mississippi has now been added to the ranks 
of the organized hospital groups following the 
Jackson Assembly on October 23. We were very 
elated over the interest that was shown by the 
hospital executives throughout the State. It 
proved conclusively that this organization was 
very timely and that our people are ready to co- 
operate to the mutual advantage of the institu- 
tions and of the public. 


“We had an institutional representation of 
some twenty-odd with a total attendance amount- 
ing to thirty-five. Thinking in terms of the 
usual association this appears exceedingly few, 
but by way of comparison we are forced to 
accept opinion previously advanced earlier in 
these few remarks. By way of example we turn 
to two of our neighboring States, Florida and 
Louisiana. The former had its beginning with 
representatives from only twelve hospitals and 
the latter, now having been in existence four 
years, has an institution membership of four- 
teen. This statement is not made to cast any 
reflection on our neighbors, as they have set 
quite a standard for us to attain, but merely to 
emphasize the agreed readiness of Mississippi for 
this organization. . 


“The association, under the leadership of its 
officers, who are: W. Hamilton Crawford, Hat- 
tiesburg, President; Wayne Allison, Jackson, 
Vice-President; Dr. J. K. Avent, Grenada, Sec- 
retary-Treasurer; Miss Mary H. Trigg, Green- 
wood; Dr. S. H. Hairston, Meridian; Dr. W. H. 
Sutherland, Boonville; Dr. H. N. Mayes, New 
Albany; Dr. B. B. Martin, Vicksburg; Miss Grace 
Moss, Gulfport; Board of Directors, and its vari- 
ous committees, are now endeavoring to com- 
plete certain details preparatory to a definite 
program that the Association has adopted for 
this term. 


“There are unlimited reasons which speak for 
the need of an organization such as this. Legis- 
lation is desirous along certain lines, a multi- 
plicity of institutional problems, which to obtain 
the most efficient solution, require group de- 
cision, a thorough survey of our hospitals is in 
demand, the group protection idea is advanta- 
geous, and countless other requirements which, 


when made an actuality, shall doubtless prove 
the right for the organization’s existence. 


“The professional men and women over tke 
State who are not active with institutions are 
invited to apply for membership within our ranks. 
You are entitled to an associate membership. 
Why not use this privilege? 
tain to find it advantageous. 


You may be cer- 


“It was our honor to have with us two men 
of national prominence—Dr. Bert W. Caldwell, 
Executive Secretary of the American Hospital 
Association. Aside from his delightful address, 
this magnetic individual rose to the occasion on 
numerous instances, relieving what on the sur- 
face seemed to be an intricate problem. 


“On the subject, ‘The Workman’s Compensa- 
tion Law and Its Effect Upon tke Hospital,’ Dr. 
Louis Bristow of the Baptist Hospital, New Or- 
leans, spoke in a most informative manner. As 
we Mississippians are particularly interested in 
this question at present, of course we are glad 
to obtain the ‘good and bad’ of such legislation. 
Dr. Bristow, being President of the Louisiana 
Hospital Association, and a man of wide experi- 
ence, also aided the cause quite regularly. 


“We were disappointed in the inability of Mr. 
E. S. Gilmore of the Wesley Memorial Hospital, 
Chicago, and Mr. J. B. Franklin, Superintendent 
of the Georgia Baptist Hospital, Atlanta, in not 
being able to attend. There remains open for 
them this invitation, which we hope that they 
skall accept at the coming session in February. 


“Our sessions, which will meet annually in the 
city of Jackson, Mississippi, on the second Tues- 
day in February, at the Edwards Hotel, are open, 
and we extend to each of you a personal invita- 
tion to assemble with us at that time.” 


President Crawford, who is business manager 
of the South Mississippi Infirmary at Hatties- 
burg, deserves much credit for bringing about in 
Mississippi this much-needed organization. 





At the last meeting of the Staff of the Cham- 
berlain-Rice Hospital, Natchez, the following re- 
ports and discussions were presented: 


1. The Advantages of Spinal Anaesthesia in 
Pelvic Surgery, with case report and summary of 
advantages including elimination of respiratory 
irritation; more complete relaxation with auto- 
retraction of intestines, thus shortening time of 
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operation; and elimination of post-operative 


nausea and vomiting.—Dr. C. T. Chamberlain. 


2. The Differentiation of Hyperthyroidism 
with Afternoon Fever, and Early Tuberculosis, 
with case report.—Dr. J. G. Logan. 


38. A Review of Recent Nephrectomies, with 
reports of Hemorrhagic Pyelonepkrosis, Staphy- 
lococeal Infection; Pyelonephrosis Due to Cal- 
culi, B. Coli Infection; and Streptococcal Kidney 
with Multiple Abscess——Dr. James C. Rice. 


4. Atelectasis in the Newborn, with report of 
ease in which H-H Inhalator was used.—Dr. 


James C. Rice. 





Dr. Raymond T. Smith, Natchez, and wife, 
have returned from a month’s vacation in Chi- 
cago, where Dr. Smith attended the recent ses- 
sions of the American College of Surgeons. 





Dr. Eugene A. Trudeau, Biloxi, furnishes the 


following: 


“The doctors of Jackson County were invited 
to attend the September meeting of the Biloxi 
Hospital Staff. Those who were able to accept 
invitations were Drs. Powell, McIlwain, Ratcliff 
and Landry. A dinner was served by the hos- 
pital authorities, assisted by several members of 
the Ladies’ Auxiliary. 


The following case reports were presented and 


discussed: 
1. Acute Nephritis—Dr. J. T. Weeks. 


2. Acute Yellow Atrophy of Liver, Follow- 
ing the Administration of Neosalvarsan.—Dr. B. 
Z. Welch. 


3. Severe Jaundice Following Administration 
of Neosalvarsan.—Dr. B. Z. Welch. 


4. Idiopathic Pneumothorax.—Dr. G. W. 


Wallace. 

5. Tuberculosis of the Appendix.—Dr. G. F. 
Carroll. 

6. Left Pyosalpinx with Concurrent Rup- 
tured Tubal Pregnancy of Right Side.—Dr. G. F. 
Carroll. 


7. Endothelioma of the Glands of the Neck; 
Radical Operation.—Dr. J. E. Wallace. 
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8. Discussion of and Presentation 
neglected Child with Advanced Rickets 
Tetany.—Dr. E. A. Trudeau. 


At the October meeting of the Staff of the 
Biloxi Hospital, in addition to the usual program, 
Drs. Powell and Bailey of Ocean Springs were 
elected members of the Hospital Staff, and Drs. 
MclIlwain, Landry, Lockard, and Kell of Pasca- 
goula, Drs. Eley, Rape, and McArthur of Moss 
Point, and Dr. Ratcliff of Vancleave were elected 
honorary members. 





Dr. I. W. Cooper, Meridian, furnishes the fol- 
lowing in regard to medical affairs in the East- 
ern part of the State: 


“Dr. Walter R. Holliday, of Meridian, has been 
confined to his bed suffering with malaria. 


“Dr. and Mrs. A. G. Touchstone have returned 
from a two weeks’ stay in Chicago, where Dr. 
Touchstone took post-graduate work in his spec- 
ialty, Ear, Eye, Nose and Throat. 


“Dr. and Mrs. S. H. Hairston have returned 
from Chicago, Illinois, and Rochester, Minne- 
sota. Dr. Hairston attended the meeting of the 
American College of Surgeons in Chicago, and 
from there he visited the Mayo Clinic in Roches- 
ter. 


“Dr. H. L. Rusk left November 3 for Roches- 
ter, Minn., where he spent several days at the 
Mayo Clinic. From there he goes to Philadel- 
phia and New York for post-graduate work in 
other hospitals. 


“Dr. G. L. Arrington left October 1 for St. 
Louis, where he is specializing in diseases of chil- 
dren. He expects to take up this specialty in 
Meridian as soon as this course is completed. 


“Rapid strides are being made on the Chil- 
dren Clinic building being erected by Dr. R. G. 
Riley. This is going to be a magnificent building 
and will be modern and complete in every 
respect. 


“The Lauderdale County Health Unit, under 
the able direction of Dr. J. T. Googe, is doing 
a wonderful work in the City of Meridian and 
Lauderdale County in disease prevention. People 
are realizing more every day what these Health 
Units mean to a community. 
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“A large number of Meridian physicians at- 
tended the meeting of the Southern Medical As- 
sociation, which met in Miami, Florida, on No- 
vember 19, through November 22. 


“The next meeting of the East Mississippi 
County Medical Society will be held in Meridian 
in December, at whick time officers for the 
ensuing year will be elected. It is hoped that 
we will have a large attendance. 


“The October Staff Meeting of the Meridian 
Sanatarium was held at 7 P. M. October 10. An 
elegant dinner was served by the hospital and 
the Staff Meeting at this time was practically a 
symposium on fractures. Dr. Hairston reported 
several cases which were fully recovered. He 


also discussed spinal anesthesia.” 


Dr. H. H. Ramsay, Superintendent of the Mis- 
sissippi School and Colony for the Feebleminded 
at Ellisville, writes as follows: The Legislature 
of 1928 gave us a $500,000.00 building program 
which is now nearing completion. This program 
consists of two new fireproof standard dormito- 
ries, one nursery building, service building, 
school building, power plant, laundry, and a small 
employees’ building. This program also includes 


a deep well, water system and sewer system, and 
a small cheap farm unit. 


Only high grade imbeciles and morons of 
school age will be kept in the new buildings, and 
will be sent to school and given such training as 
is adapted to their capacity, whether it be in the 
literary field, manual training or hand trades of 
any sort. For this work we now have tkree well 


trained teachers, skilled in the teaching of defec- 
tives. 


For the lower grades of school age children, 
and higher grade boys who are past sckool age, 
we are building a farm unit and they will be 
placed there and given training along these 
lines. 





Dr. B. G. Barentine, Laurel, was married on 
October 31 to Miss Hazel Lockhart Green, at 
Orangeburg, South Carolina. They are now at 
home with Mr. and Mrs. Wilson Buckley at 
Laurel. 





Dr. T. J. Brown, Grenada, reports the follow- 
ing in regard to the Eighty-third Birthday Anni- 


versary of Dr. Young, a former President of the 
Mississippi State Medical Association, in order 
that Dr. Young’s friends throughout the State 
might know that he was able to attend and enter 
heartily into all of the festivities of the occa- 
sion. 


“On Monday, October 28, Dr. J. S. Sharp, of 
Grenada, gave a six o’clock dinner in honor of 
Dr. J. W. Young of that city, who passed his 
eighty-third birthday the day before. 


‘All the physicians of Grenada County together 
with three of the nearest neighbor physicians of 
Montgomery county were invited. Dr. and Mrs. 
Sharp were assisted in receiving their guests by 
Mrs. B. S. Dudley and Miss Lynn Dunnavent. The 
house was artistically decorted with Confederate 
flags and the Confederate emblems and colors 
prevailed throughout. The elaborate five course 
dinner was faultlessly served and a royal good 
time was enjoyed by all present. Dr. R. A. Clan- 
ton very happily acted as toast master and was 
most felicitous in introducing the speakers, Dr. 
Sharp paid a beautiful tribute to Dr. Young 


as patriot, soldier, citizen, physician and church- 
man. 


Appropriate talks, commendatory of Dr. Young’s 
exemplary life and character were made by Drs. 
G. Y. Gillespie, S. S. Caruthers, J. K. Avant, W. 
H. Whitaker and the writer. 


Rev. R. L. McLeod and Mr. R. W. Sharp made 
short addresses. To all these Dr. Young very 
feelingly and touchingly responded. 


Such pleasure was had by all that it was unan- 
imously voted to make the function an annual 
affair. Dr. and Mrs. Sharp were such charming 
hosts that all were loathe to bid adieu. 


In full possession of his mental and moral fac- 
ulties, Dr. Young approaches the sunset. Con- 
scious of a noble, well spent life, firmly estab- 
lished in the esteem of his fellow physicians and 
the public, triumphant in his Faith for the future 
he calmly and serenely awaits the evening 
shadows.’ 


The Northeast Mississippi Medical Society will 
hold its last meeting of the year in December at 
Tupelo. 


The following is from the Mississippi State 
Hospital at Jackson: 
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“Dr. R. C. O’Farrall has been added to the 
medical staff of the Mississippi State Hospital. 


“Dr. Geherls, a young lady medical student, is 
doing efficient work here helping members of 
the staff with their work. 


“During the month of October there were 101 
patients brought into the Hospital Clinic. 


“The Medical Staff holds a clinic each morning 
from 8 to 10, except Sundays. 
cians always welcome. 


Visiting physi- 


“Dr. W. E. Clark, Assistant Superintendent 
and Medical Director and Mrs. Bass, the Welfare 
Worker for the Hospital, attended the Mississippi 
Welfare Conference at University during the 
month of October, at which time Dr. Clark read 


a paper on ‘The Service of a Psychiatrist in Wel- 
fare Work.’”’ 


Dr. Roland Cranford’s Hospital at Laurel has 
been recently overhauled and twelve additional 
rooms added. 


Dr. R. W. Hall, Secretary of the Central Med- 
cal Society, reports that the Regular Monthly 
Meeting of the Central Medical Society was held 
on November 12, at the City Auditorium, Jack- 
son, instead of at the regular meeting time. This 
change was made because of the Annual Meeting 
of the Southern Medical Association, which was 
attended by a number of the members of the 
Society. 


The unusually instructive scientific program 
provided included the following: 


1. Galvanism—Dr. J. E. McDill, Jackson. 


2. The Significance of Convulsions in Chil- 
dren—Dr. R. C. Basinger, Jackson. 


3. Hyperemesis Gavidarum—Dr. O. Simmons, 
Jackson, 


4. The Acute Gall-bladder—Dr. E. G. Gallo- 
way, Jackson. 


We are in receipt of two most interesting re- 
prints from Dr. V. B. Philpot, of Houston. These 
are the President’s Address before the Tri-State 
Medical Association at Memphis last February, 
when Dr. Philpot was President, and a paper on 
Cesarean Section. Both are well written and 
contain much food for thought. 


The first organied meeting of the staff of the 
McComb Infirmary was held in the parlors of 
that institution on October 17, 1929. The meet- 
inging was called to order by the President, Dr. S. 
Paul Klotz. The work of the hospital for the 
past few months was reviewed and discussed by 
the different members of the staff and resolutions 
for better work and for better histories were 
adopted. It was brought out that there had been 
treated in the hospital since May 20, three cases 
of rupture of the spleen. 





MISSISSIPPI MORTALITY STATISTICS, 1928 


The Department of Commerce at Washington 
has announced that the death rate for Mississippi 
in 1928 was greater than in 1927, being 1,445.6 
per 100,000 population for 1928 as compared 
with 1,295.8 in 1927. 


Increases in death rates were from the follow- 
ing principal causes: Diseases of the heart, neph- 
ritis, cerebral hemorrhage and softening, tuber- 
culosis, cancer, diabetes mellitus. Increases were 
shown also for influenza, pneumonia, congenital 
malformations and diseases of early infancy, dis- 
eases of the arteries, atheroma, etc., hernia, intes- 
tinal abstruction, measles, malaria, meningococ- 
cus meningities, and pellagra. 


The death rate from accidental falls, from 
burns, conflagrations excepted, and from automo- 
bile accidents, excluding collisions with railroad 
trains and street cars, also showed an increase. 


Among those diseases showing a decrease in 
death rate were whooping cough, typhoid and 
paratyphoid fevers, diphtheria, appendicitis, syph- 
ilis, and cirrhosis of the liver. 


The death rate from all accidental causes de- 
creased from 83.0 to 77.2, the greatest decrease 
being for accidental drowning (14.4 to 6.6). 


There is reason to feel considerable satisfaction 


in the decreased death rates shown for they are 
mostly in those diseases where prevention is prac- 
ticable or early good treatment will accomplish 
much. However, if our mortality in appendicitis 
follows reports from other parts of the country 
this year, we shall do well if we again show a de- 
crease in deaths from that disease. The increased 
rates shown in a number of common diseases 
should be a stimulus to great effort for a better 
showing this year. 


follo 
Live 





AN INVITATION. 


ANNUAL MEETING ISSAQUENA-SHARKEY- 
WARREN COUNTIES MEDICAL SOCIETY 


TUESDAY, DECEMBER 10, 1929, 7:30 P. M. 
Y. M. C. A.—VICKSBURG. 
PROGRAM. 


The Cause and Treatment of Arterial Hyperten- 
sion—Dr. James S. McLester, Birmingham. 


A Discussion of Some of the Newer Remedies 
and Methods of Treatment for Malaria—Dr. C. C. 
Bass, New Orleans. 


Banquet at 7:30 P. M.—promptly. 


Every officer and member of the Mississippi 
State Medical Association and of the Louisiana 
State Medical Society is cordially invited to be 
our guest on this occasion. Please send a card 
to the Secretary, Leon S. Lippincott, M. D., Box 
303, Vicksburg, Miss., so that a plate may be re- 
served for you. We shall be glad to meet you on 
arrival, 


Last year we had eighty-five doctors from four 
states. This year we are expecting one hundred 
and fifty. 


Acknowledgement is made of the receipt of the 
following reprints: Teaching the Diabetic Now to 
Live, Seale Harris, M. D., Birmingham, Ala.; Gen- 
eral Considerations in the Treatment of Syphilis, 
Seale Harris, Jr., M. D., Birmingham, Ala.; and 
Roentgenological Manifestations of Peptic Ulcer, 
J.P. Chapman, M. D., Birmingham, Ala. 


Sharkey-Warren Counties Medical Society was held 
on November 12, at Vicksburg. The following 
sientific program was presented: 


1. Treatment of Pneumonia. Dr. D. A. Pet- 
ti. Diseussed by Drs. W. H. Scudder, Mayers- 
ville; L. J. Clark, Vicksburg; G. M. Street, Vicks- 
burg; R. H. Foster, Mound, La.; L. S. Lippincott, 
Vicksburg; H. W. Weimar, Vicksburg; G. W. 
Gaines, Tallulah, La. Dr. Pettit closed. 


2. Sodium Iodide Intravenously in the Treat- 


ment of Orchitis. Dr. W. C. Pool, Cary. (Read 
ty Secretary in absence of Dr. Pool.) Discussed 
ty Drs. A. Street, Vicksburg; D. A. Pettit, Vicks- 
turg; J. A. K. Birchett, Jr., Vicksburg; S. W. 
johnston, Vicksburg; H. H. Johnston, Vicksburg. 


3. The County Health Officer and the 
Practice of Medicine. Dr. W. H. Scudder, Mayers- 
ville. Discussed by Drs. A. Street, Vicksburg; R. 
H. Foster, Mound, La.; S. W. Johnston, Vicks- 
burg; G. W. Gaines, Tallulah, La.; H. S. Goodman, 
Cary; E. H. Jones, Vicksburg. Dr. Scudder closed. 
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4. Lumbago,—Diagnosis and Treatment. Dr. 
H. W. Weimar, Vicksburg. Discussed by Drs. A. 
Street, Scudder, Birchett, Jr. Dr. Weimar closed. 


Dr. Edwin Press Hall of Vicksburg was elected 
to membership. 


It was announced that Drs. I. C. Knox, L. J. 
Clark, and P. S. Herring had been invited to pre- 
sent papers before the medical section of the 
Mississippi State Medical Association at its next 
meeting in Vicksburg. 

Plans for the annual meeting and banquet on 
December 10 were discussed. 


At the regular monthly meeting of the Staff of 
the Vicksburg Sanitarium, the following special 
case reports were presented and discussed: 

1. Localized Inflammation of the Lower Ileum 
Simulating Appendicitis. Dr. G. M. Street. 

2. Carcinoma of the Stomach; Billroth II Op- 
eration in Two Stages. Dr. A. Street. 

3. Septicemia, Origin Undetermined. 
J. Clark. 

4. Rupture of the Urinary Bladder from Mus- 
cular Strain. Dr. H. H. Johnston. 


Dr. J. A. K. Birchett, Jr., made a report of the 
recent meeting of the Interstate Post Graduate 
Medical Association of North America, at Detroit. 


The following interesting radiographic studies 
were presented and discussed: Renal calculus (3 
cases); double ureter; maxillary sinusitis (2 
cases; atrophy and absorption of second lumbar 
vertebra; hypertrophic osteo-arthritis of knee and 
spine; enlarged thymus; cholelithiasis. 


Dr. L. 


The regular monthly meeting of the Staff of 
the Vicksburg Hospital was held on November 7. 
A number of interesting case reports were pre- 
sented. Dr. H. W. Weimar, Vicksburg, was elect- 
ed to membership. 


Ss. O. S. 

A measure to safeguard the sale of lye and 
similar caustics will be introduced at the next 
session of the Legislature. This bill has already 
failed of passage twice. It must not happen again. 

Every member of the Mississippi State Med- 
ical Association has been appointed a committee 
of one to interview his Senators and Representa- 
tives and inform them of the necessity for action. 


Those of you who saw the case presented by 
Dr. Montgomery of Greenville at Gulfport last 
Spring ought to realize what it means to be burned 
by lye. You should tell those who didn’t see it. 
If this bill doesn’t pass and you have failed to do 
your share, you must not complain should your 
neighbor’s child, or your own, get into the same 
fix as Dr. Montgomery’s patient. 








BOOK REVIEWS 


Gynecology: By Lynn Lyle Fulkenson, A. B., M. 
O., F. A. C. S. Philadelphia. P. Blakiston’s 
Son & Co., 1929. Pp. 842 


This new work on Gynecology considers the 
usual diseases and conditions falling under this 
heading, with considerable attention to the genito- 
urinary tract (almost one-fifth of the book) and 
to the rectum and anus. The author is, on the 
whole, conservative and sound in his judgment. 
The various measures advocated for the man- 
agement of the conditions encountered by the 
gynecologist are in accordance with modern gyne- 
cological teachings and are generally accepted as 
correct. 


It appears to the reviewer that the author is 
unduly optimiste regarding endocrine therapy, es- 
pecially as regards the mammary gland, placental 
substance, ovarian and corpus lutem preparations. 
For example, extracts of corpus luteum is recom- 
mended for vomiting of pregnancy, although there 
is considerable evidence that it is of little or no 
value in the treatment of this condition. Inci- 
dentally, it might be noted that the chapter on 
Physiology includes the endocrine glands, men- 
struation and its disorders (including treatment 
of same), ovulation, fertilization, with a few notes 
on pregnancy and labor. It would appear that 
subdivision into two chapters would be more suit- 
able. 


Some apparent errors and some loose construc- 
tions are noted. On page 157 we find “the diag- 
nosis must be based upon the finding of the gon- 
ococcus in the smear made from the secretion with 
the microscope.” On page 297 appears this state- 
ment, “in discussing the treatment of carcinoma 
of the ovary: laparotomy with oophorectomy is 
indicated. If malignacy of one side is fairly cer- 
tain as shown by immediate examination of the 
frozen section, the second ovary should also be 
resected.” Does he not mean “excised?” On page 
459 credit for first bringing radium to the at- 
tention of the medical profession is given to “Dr. 
Curre.” Does he not mean Prof. Curie? Our old 
friend “acute abdomen” appears on page 291 
and we also find “costiveness,” “virgin state” and 
“puberty patient.” Commas also have a way of 
creeping in, where they have no business. — 


There are 612 illustrations most of which are 
very good. However, in figures 396-397-398, il- 
lustrating supravaginal hysterectomy, the attach- 
ment of the tube and round ligament are placed 
much too low upon the lateral wall of the uterus. 
The correct insertions are shown in figures 432- 
433, drawn by the same artist. 


On the whole, it can be said that this is a very 
“readable” book, giving the essentials of the sub- 


It is an accurate and 
up-to-date mirror of modern gynecology. While it 


ject, plainly and concisely. 


is not a revolutionary work, it should be useful 
for ready reference, particularly to those who 
find it impossible to keep up with current gyne- 
cological literature. 


E. L. KING, M. D. 


Manual of Disease of Nose, Throat and Ear: By 
E. B. Gleason, M. D., LL. D. 6th Ed. Rey, 
Philadelphia, W. B. Saunders Co., 1929. Pp. 
617. 


This little book is of a very convenient size to 
hold in the hand for study, but in spite of its small 
size contains an immense amount of information, 

Formulas in the back of the book will be found 
useful. 


Illustrations are good. 


Operative technic is well covered except in the 
field of bronchoscopy which is really a specialty 
apart from oto-rhino-laryngology. 


The field of otology is particularly well covered. 


The book will be found useful to the advanced 
practitioner of the specialty as well as to the 
beginner. It will have a special appeal to those 
in general practice. 


H. KEARNEY, M. D. 


Surgical Radiology: By A. P. Bertwistle, M. B, 
Ch. B., F. R. C. S. Ed. Philadelphia; P. 
Blakiston’s Son & Co., 1929. Pp. 142. 


The relation of Radiology to Surgery is clear- 
ly brought out by the author in his book. Noth- 
ing new is advanced in so far as radiology is cor- 
cerned, but on the whole this small book consti- 
tutes a source of radiologic diagnostic informa 
tion of interest to the general practitioner and 
the surgeon in particular. 


The author has brought forward a very in- 
portant fact, namely that radiological diagnosis in 
most instances should bear a close relationship 
careful clinical observations and also that any 
effort to co-ordinate and correlate clinical facts 
with radiological findings is worthy of encourag: 
ment. 





This book is written from the surgeon’s vie* 
point, as the author is not a radiologist. How 
ever, he has incorporated a brief review of the 
modern radiological literature which is of interet 
to the medical profession in general. 


LEON J. MENVILLE, M. D. 
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The Fifth Avenue Hosyjtal Clinics, New York 
City. Paul B. Hoeber, Inc., 1927. Pp. 336. 


This is a very creditable collection of papers 
selected from the semi-monthly staff meetings of 
the Fifth Avenue Hospital in New York. They 
give testimony of the very high class of clinical 
and research work done in this hospital. The ar- 
ticles are well written and the book itself comes 
up to the usual high standard of the publications 
of Paul B. Hoeber, Inc. 


Particular mention may be made on the articles 
on Hernia, Pulmonary Tuberculosis, General and 
Intraspinal Anesthesia, the Thyroid Gland and 
Diabetes. 


It is well worthy the perusal of anyone doing 
clinical medicine or clinical surgery, and would 
lend itself to use as a model to be followed by 
any up-to-date hospital in the conduct of its staff 
meetings. 

JOSEPH A. DANNA, M. D. 


Tweedy’s Practical Obstetrics: Ed. and largely 
rewritten by Bethel Solomons, M. D., F. R. 
Cc. P. I. M. R. I. A. 6th Ed. Lond. Oxford 
Univ., Pr. 1929. Pp. 759. 


This is a most excellent revision of a most 
excellent work. Written by Tweedy when he was 
Master of the Rotunda Hospital in Dublin, and 
revised by the present Master, Bethel Solomons, 
it constitutes an exposition of the methods and 
precedures employed in that admirable institu- 
tion, and sets forth the mature obstetrical judg- 
ment of the authors, based’ on their collective ex- 
perience with thousands of maternity patients. 
Methods employed elsewhere which are at vari- 
ance with those favored in the Rotunda are briefly 
mentioned, chiefly in order that the advantages 
(as they see them) of their own procedures may 
be emphasized. Details are carefully and con- 
cisely set forth, so that in every way the work 
merits the little “‘Practical Obstetrics.” 


The book is written in the admirable English, 
so characteristic of text-books and journals em- 
anating from the British Isles. (We in America 
are in need of much improvement in this respect). 
The illustrations are well chosen, simple and easy 
to understand. The mechanical treatment at the 
hands of printers and publishers leaves nothing 
to be desired. 


In short, this work can be highly recommended 
as a most satisfactory presentation of the expe- 
rience of the Rotunda Hospital, and as an excel- 
lent interesting treatise on the subject of obstet- 
rics. 


E. L. KING, M. D. 


Surgical Anatomy of the Human Body: V. 3. By 
John B. Deaver, M. D., SC. D., LL. D., F. A. 
C. S. Philadelphia, Pa., P. Blakiston’s Son 
& Co., 1927. Pp. 761. 


This volume, like the others which have pre- 
ceded it, is quite an improvement on the previous 
edition, which, itself, was a masterpiece of the 
printer’s art, and probably the best written and 
most comprehensive book on the subject at the 
time. 


Much of the material has been re-written and 
many additions to the text made, in keeping with 
the progress of the science and art of surgery. 


It is such a wonderful work that one finds it 
difficult to point to any particular feature as being 
more especially worthy of note than another. It is 
a book which should be in every library and in 
the hands of every man doing surgery. The only 
thought which occurs in reviewing the book is the 
possibility of improving it by the use of colored 
plates. 

JOSEPH A. DANNA, M. D. 


The Robert Jones Birthday Volume: A Collection 
of Surgical Essays. London, Oxford Univ. 
Press, 1928. Pp. 434. 


The preface to the volume is contributed by 
Lord Berkeley Moynihan. It is an essay of rare 
beauty such as few men could write. His picture 
of Sir Robert Jones brings to those who have not 
had the opportunity of personal contact with the 
great genius an impression of the nobility of the 
character of the subject. 


Lord Moynihan says “Spirit alone is immortal. 
In the practice of orthopedic surgery the spirit of 
Robert Jones will live forever. Our affection for 
him transcends, if it be possible, our gratitude for 
his professional worthiness.” 


“All those who contributed to this volume are 
proud to think that the influence of Robert Jones, 
of his methods, and of his teaching has inspired 
them, has found a place in their work to be trans- 
mitted by them in due time to their successors.” 


In another portion of the preface he says: “The 
opportunity to pay tribute—gave us the chance to 
say openly what has long been in our hearts, in 
regard to his work for our profession, and in 
acknowledgement of the inspiration, encourage- 
ment, and example he has given to all who have 
had the high privilege of association with him, 


Robert Jones may well be called the chief 
among the modern ‘‘Menders of the Maimed.” 


It would be difficult to review each chapter of 
this work. The names of some of the contribu- 
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tors is sufficient guarantee of the character of the 
work, Little, Jansen, Hey Groves, Starr, Calve, 
Putti, Sir John Lynn-Thomas and many others. 
More useful information is included in this col- 
umn than can be brought to the attention by a 
brief review. 


This is not a book, it is an encyclopedia, it is not 
a literary contribution, it is a compendium of the 
literature of Bone and Joint Disease. It is the 
work of surgeons who have attempted and fitting- 
ly succeeded in producing a memorial worthy of 
the master in whose honor it has been compiled. 
Each chapter is the work of a master paying 
worthy tribute to one whose influence will always 
be felt by those having to manage the maimed. 


The volume should be widely distributed be- 
cause it has an appeal to surgeons, pediatrists, 
anatomists, physiologists, radiologists, as well as 
to orthopedists. To appreciate the value of it the 
reader should have it on hand for ready reference. 
It is such a volume as may be profitably read and 
portions reread as the immediate demand of the 
student in this field finds need for information. 


Those who have sponsored the work have paid 
a fitting tribute to a master. Let those who 
would honor their own leader pay a tribute in 
like manner, and in so doing honor themselves. 


ISIDORE COHN, M. D. 


Memoranda of Toxicology: By Max Trumper, B. 
S., A. M., Ph. D. Philadelphia. Blaniston’s 
Son & Co., Inc., 1929. Pp. 214. 


A small book of pocket size which discusses the 
symptomatology and the treatment of various 
types of poisonings. While the so-called practi- 
cal details are invariably brought out, there is 
also in many instances a very excellent discus- 
sion of the chemistry, pharmacology and phys- 
iology of these toxic drugs and preparations. 


J. H. MUSSER, M. D. 


L’hygiene de Vatttntion par la methode d’auto- 
regulation consciente: By R. Ruiz Arnau, 
Paris, Gaston Doin, 1928, Illus. Pp. 292. 


This is a French translation from the original 
Spanish text. 


This work is the product of sustained reasearch 
and observations by the author on the method of 
conscious self-regulation as applied to the all im- 
portant function of attention. 


In the first part of the book the author de- 
scribes the process of attention and its resulting 
reactions, whether psychic or motor, as rhythmic 


in character, just as sight and hearing result from 
vibratory changes. 


Two forms of attention are recognized: spon- 
taneous or natural attention resulting from or- 
dinary or habitual stimuli, response from which 


takes place without effort on the part of the 
individual and voluntary or artificial attention re- 
sulting from unnatural or uncommon stimuli the 
response from which demands more or less volun- 
tary effort. 


As long as attention remains in the realm of 
the former no demand is made on the higher 
psychic functions and the individual remains free 
from functional troubles. But when it reaches 
and is held repeatedly in the sphere of the latter 
functional troubles are apt to follow. 


Modern life full of agitations and emotions is 
the breeding ground of numerous nervous dis- 
orders which in spite of their diversity originate 
from a common source, over exertion, causing a 
squandering of nervous and mental energy. It is 
toward the conservation of this nervous and men- 
tal energy that Prof. Ruiz Arnau presents in a 
very clear manner the method of autoregulation 
based on solidly established psychophysiological 
principles. 


In the second part, the author discusses the 
application of this method not only as a means 
of prophylaxis in general but specifically as applied 
in the preventive treatment of myopia in school 
children and in athenopia. A chapter is devoted 
to the revision of the problem of presbyopia. 


In the third part, the author considers as in- 
dispensable the presentation of certain essential 
points in order that the reader may appreciate 
and realize fully the technic of application which 
is here given in detail. Among these points may 
be mentioned the frequency of the rhythm of the 
subconscious, the practical method of utilizing au- 
ditory memory, the experimental demonstration of 
the oscillatory character of voluntary attention. 


Then follows a list of over a hundred biblio- 
graphical references including authors from lead- 
ing nationalities. American and French authors, 
frequently quoted in the text, lead the list. 


Our medical and lay publications repeatedly re- 
mind us of the possibility of preventing diseased 
conditions by the proper application of sound hy- 
gienic principles. Prof. Ruiz Arnau by the clear- 
ness and originality of the principles expounded 
in this single volume has given us a worthy and 
valuable contribution towards the proper methods 
to be used for the regulation and the hygiene of 
attention. The practice of these methods are very 
good though they may necessitate frequent repe- 
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tition. Usefulness alone will follow their employ- 


ment. 


It is the reviewer's opinion that this is a scien- 
tific and practical book bound to prove illuminat- 
ing and of great utility in the hands of the psychi- 
trist, neurologist, oculist, pedagogue and general 
practitioner. 


L. L. CAZENAVETTE, M. D. 


The Health of the Mind: By J. R. Rees, M. A., 
M. D. Cambridge, Washburn & Thomas, 1929. 
Pp. 266. 


This volume is a short work dealing with the 
modern psychological approach to the study of the 
mind, written for the laity. The book smacks 
strongly of the psycho-analytical school, although 
the author assures us that he is bound to no par- 
ticular system of thought. It is well written and 
the aim to keep it scientifically sound throughout, 
is evident. 


I. L. ROBBINS, M. D. 


The History of Nursing: By James J. Walsh, M. 
D., Ph. D. New York, P. J. Kenedy & Sons, 
1929. Pp. 293. 


A most excellent historical survey of nursing 
from the time of primitive Christianity up until 
the present day. The book is written with the in- 
telligence and the skill that one would expect 
from such an able writer and historian as Dr. 
Walsh. 


J. H. MUSSER, M. D. 


Transactions of the Seventh Congress Held 
in British India, December, 1927: Edited by 
J. Cunningham, B. A., M. D., I. M. S., Vol. 
II. Thacker’s Press. Calcutta. 1929. Pp. 867. 


This volume of the transactions of the Congress 
covers the following sections: Plague, cholera, 
dysentery, sprue and intestinal infections, bacte- 
riophage, leprosy, tuberculosis, bacteriology; ty- 
phus-like diseases and leptospirae; protozoology, 
malaria (general, control and treatment). With- 
out question the most valuable papers in this 
series comprise those on malaria, including con- 
tributions by such eminent authorities as Malcolm 
Watson, S. P. James, S. R. Christophers, and J. 
A. Sinton. There are several excellent half-tone 
plates and many textual illustrations. The vol- 


ume is a credit both to the contributors and to 
the publishers. 





ERNEST CARROLL FAUST, Ph. D. 
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A Diabetic Manual: By Elliott P. Joslin, M. D. 
Philadelphia, Lea & Febiger, 1929. Pp. 248 


Four editions in the last ten years indicate the 
demand that has been made by patients and doc- 
tors for this manual of Joslin. It stands today 
as it did in 1918 as the best single booklet on the 
care of the diabetic for the mutual use of doctor 
and patient. 


J. H. MUSSER, M. D. 


What Everyone Ought to Know: By Oliver T. Os- 
borne, M. D. Springfield, Ill. Charles C. 
Thomas, 1929. Pp. 313. 


An excellent volume particularly prepared for 
the use of the laity. It is filled with many facts 
pertaining to medicine and allied subjects. It is 
sound and well written. 


I, L. ROBBINS, M. D. 


Experiments and Observatipns on the Gastric 
Juice and the Physiology of Digestion: By 
William Beaumont, M. D., a facsimile of the 
original edition 1833 together with a bio- 
graphical essay by Sir William Osler. Cam- 
bridge, Harvard Univ., pr. 1929. Pp. 280. 


This is a volume containing Beaumont’s orig- 
inal articles on the gastric juice and the physiol- 
ogy of digestion. It is an excellent example of 
the man and the moment well met and the result 
a decided advance in the progress of medicine. 
The modesty and honesty of the man; the ingenu- 
ity of his experiments even today can only call 
forth our admiration. There is a biographical 
essay by Dr. Osler. 


I. L. ROBBINS, M. D. 


Artificial Sunlight and Its Therapeutic Uses: By 
Francis Howard Humphris, M. D. 5th Edition. 
London, Oxford University Press. 1928, pp. 
340. 


The fact that this work has gone through five 
editions since its first printing in 1924 attests its 
popularity. New facts, fresh improvements and 
artificial light lore accumulate rapidly. The work 
is conservative. The author does not claim that 
artificial sunlight is a panacea, but regards it as 
only one more weapon in the armamentarium of 
the fully equipped physcian. 


There are good chapters on Apparatus, Thera- 
peutics, Technique, Dosage, etc. The statement 
on page 292 concerning the relative emission of 
infra red and ultra violet by the quartz mercury 
lamp is based on error. The work may be recom- 
mended as an introductory and informative guide 
to the subject. 


HENRY LAURENS, Ph. D. 
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An Introduction to the Study of Human Anatomy: 
By R. J. Terry, A. B., M. D. New York, The 
Macmillan Co. 1929. pp. xviii + 346. 


This laboratory manual of Gross Anatomy 
serves as a guide for dissection procedure and 
examination of the living subject, so designed as 
to develop the full disciplinary value of the study. 
It aims, further, to orient the student with refer- 
ence to the history and methods of anatomical 
investigation and to introduce the fundamentals of 
human constitution. 

Representing as it does the outgrowth of labor- 
atory directions employed through some twenty 
years at Washington University, issued in mime- 
ographed form and revised from time to time, the 
manual is a product matured by actual trial. 
Even considering this fact, however, the literature 
references appear open to improvement by the 
substitution of equivalent works in English for 
the numerous citations in German and French. 
Regrettable as the truth may be, the average 
medical students reads only English. 


HAROLD CUMMINS, Ph. D. 


Diseases of the Larynx, including These of the 
Trachea, Large Bronchi and Esophagus: By 
Harold Barwell, M. B. (Lond.), F. R. C. S. 
(Eng.) Third Edition. London: Oxford 
University Press. 1928. Pp. 278. 


This little book is a practical manual for the 
general practitioner and, more particularly, for 
the student preparing for laryngology as a spec- 
ialty. 

The section on tuberculosis is noteworthy. 

Direct examination of the larynx and broncho- 
scopy and esophagoscopy are described. The 
author recommends introduction of lipiodo! for 
bronchography through a needle puncturing the 
crico-thyroid membrane, a procedure which finds 
little favor in this country. 

The book is well illustrated and well written. 
Typographical errors are conspicuously absent. 


H. KEARNEY, M. D. 


By Zachary 


Some Principles of Minor Surgery: 
Cope, M. S., M. D. (Lond.) F. R. C. S. (Eng.) 
London, Oxford Univ. Press, 1929. Pp. 159. 


In this monograph no attempt is made to deal 
systematically with the vast subject of minor sur- 
gery which is adequately provided for in many 
recent excellent text-books. Only a few elemen- 
tary general principles are taken up. 

The entire text is clear, concise, authoritative, 
well written and well illustrated. This is espe- 
cially true of the chapter on the “Use and abuse 
of antiseptics” and the “Diagnosis and treatment 
of infections of the hand.” 

PAUL G. LACROIX, M. D. 
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